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THE RIGHT OF A PATIENT TO DIE 


Joun J. Farre x, M. D. 
Miami, Florida 


ecently, during an inspection of our medi- 
R cal school by an accrediting committee, 

I was asked to delineate my concept of 
a surgeon and my philosophy of the role of 
surgery in the educational endeavours of a 
medical school. Well aware that the committee 
of five men was composed of three internists, 
a basic scientist and one surgeon, I was still 
compelled to give an honest answer and said 
“First of all, a surgeon is an internist who has 
had additional training. Secondly, in a medical 
school, the department of surgery should teach 
what diseases can and cannot, what diseases 
should and should not, be treated by surgical 
philosophical principles and then we should 
teach the students about all the diseases con- 
cerned regardless of whether they are best 
handled medically or surgically. In other 
words, we believed in teaching general medi- 
cine with the added background of surgical 
philosophy”. 

Needless to say, this answer met with con- 
siderable comment and the ensuing hour was 
interesting to say the least. I cite this, not to 
burden you with the problems of medical ed- 
ucation but as a half-hearted apology for the 
topic I have chosen for this evening. At a gala 
gathering like this, perhaps one’s theme should 
be light and amusing. But I believe sincerely 
what I said to that committee. Surgery is not 
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merely a branch of the healing arts; it is 
philosophy of medicine; if you will, it is a way 
of life. We cannot be surgeons eight hours a 
day and something else the remainder of the 
time. We must eat, live and sleep surgical 
philosophy. As surgeons, in the proper defini- 
tion of the term, we are concerned not only 
with life and death but with the myriad 
facets, liminal and subliminal, surrounding 
both life and death. 

Because of those facts, I would like to take 
this opportunity to share with you a problem 
to which there is no ready answer but a prob- 
lem which all of us face many times, day in 
and day out. That problem, simply stated is 
this: “The right of a patient to die”. Please do 
not misunderstand me, I am not discussing 
euthanasia for which I hold no brief; as 
Hippocrates has said: “I will use that regimen 
which according to my ability and judgment 
shall be for the welfare of the sick, and I will 
refrain from that which shall be baneful and 
injurious. If any shall ask of me a drug to 
produce death, I will not give it, nor will I 
suggest such council”. 

In our pursuit of the scientific aspects of 
medicine, the art of medicine has sometimes 
unwittingly and unjustifiably suffered. We 
have, on occasion, been so concerned with the 
“right of all men to live” that we are in danger 
of forgetting that it is appointed for all men, 
once to die. 

As surgeons we all too often consider death 
a personal defeat. Like John Donne, an Eng- 








lish minister of the 16th Century we feel that: 
“No man is an island entire of itself, every man 
is a piece of the continent, a part of the main. 
If a clod be washed away by the sea, Europe 
is less, as well as if a promintore were, as well 
as if a manor of thy friends or of thine own 
were; any man’s death diminishes me because 
I am involved in mankind, and therefore, never 
send to know for whom the bell tolls, it tolls 
for thee”. 

Yet we must acknowledge that death is in- 
evitable. As a child reading biblical stories, | 
was much impressed with the dignity of death: 
a patriarch surrounded by his children and his 
children’s children sorrowing but eager to 
hear the last wise words of counsel dropping 
from the dying lips. What troubles me is that 
as a surgeon I have rarely witnessed such a 
scene. If a patient has a right to die as well as 
a right to live, he has a right to dignity in 
either instance. I submit that the death bed 
scenes I witness are not particularly dignified. 
The family is shoved out into the corridor by 
the physical presence of intravenous stands, 
suction machines, oxygen tanks and tubes 
emanating from every natural and several 
surgically induced orifices. The last words, if 
the patient has not been comatose for the past 
forty-eight hours, are lost behind an oxygen 
mask. 

I discuss this, not because I have an answer 
to the problem but because it is a very real 
problem which all of us must face. Frequently 
on the wards of our hospital, my surgical resi- 
dents come to me actually troubled and con- 
cerned. Mr. So and So has widespread metas- 
tases and is bleeding, how vigorously should 
he be treated? What is our proper role as phy- 
sicians in sustaining life in cases like this? How 
much or how little therapy is ethically or 
morally proper? What about his hospital bills? 
I am inordinately proud of these young men 
when they raise these questions. At those times 
I feel confident of the shining future of the 
surgical profession. If eager young men caught 
up in the hustle and hurry of a busy surgical 
service, immersed in the pride and satisfaction 
of knowledge acquired and techniques per- 
fected pause to consider their role as doctors 
and humanitarians, then postgraduate surgical 


residencies are assured of success. Lately | 
have been struck by the number of times th« 
same discussion and questions arise in informal! 
meetings with other practicing surgeons 
There is no doubt that this awareness and 
concern is pertinent today. Perhaps some ot 
you have read the January 1957 issue of the 
Atlantic Monthly. In that issue a widow wrote 
an article entitled “A Way of Dying”. The 
opening lines begin “There is a new way of 
dying today. It is the slow passage via modern 
medicine ...... If you are going to die it can 
prevent you from so doing for a very long 
time”. The Atlantic Monthly commenting on 
the article said that the large metropolitan 
hospitals have “made dying . . an ordeal 
which has somehow deprived death of its 
dignity”. 


> 


The New England Journal of Medicine in an 
editorial comment on the article says “Today’s 
graduate falls heir—and with no extra effort— 
to the immaculate, modern aseptic skills that 
can keep a diseased, half-dead, cancerous body 
alive, by intravenous nourishment and with 
the magic of penicillin and round-the-clock 
special nursing, so long that the doctor may 
emerge in the eyes of the kin with little re- 
semblance to the wise and understanding phy- 
sician of yesteryear. In that picture known to 
most physicians the kindly, bearded humani- 
tarian sits quietly by the bedside waiting for 
his little patient to die or to recover; the de- 
cision is not his. There is hidden ignorance and 
sentimentality in the picture, but there is, 
paradoxically great strength, beauty and 
spiritual dignity implicit in the situation por 
trayed”. 

The history of medicine is replete with 
countless examples of the wide swing of the 
pendulum in medical thought and therapeutic 
fashions. With the rapid progress of thé 
scientific aspects of medicine, with all the 
startling new discoveries, ignorance of the 
latest techniques and practices cannot be 
tolerated in our enlightened, modern era. The 
staid old jokes about burying our mistakes no 
longer elicit a weak smile but merit instead 
an irritated frown. So the pendulum tends to 
swing away from the proper balance of the 
science and art of medicine to a point where 
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ll out, heroic measures embodying all the 
aost recent advances and all the ancillary 
ervices must be employed in every instance. 
| might add that this violent swing of the 
yendulum is not due to the medical profession 
lone but has received considerable momen- 
tum produced by the lay press and the lay 
public demanding the employment of our 
modern miracles”, 

As I have said, I do not know the answer. I 
do not believe there is an easy answer to be 
found in the entire philosophy of surgery. Sur- 
gery implies rapid and correct judgments 
predicated upon intimate knowledge of the 
sciences of physiology, biochemistry, phar- 
macology, bacteriology, pathology and anat- 
omy as well as the proper employment of 
technical skills. However, it also implies 
meticulous attention to minute detail, intimate 
knowledge of and an appreciation for the 
economic, psychosomatic, social and moral as 
well as the physiologic and pathologic aspects 
of humanity. Ethical standards are not ac- 


quired by the repetition of a pledge nor is a 
moral sense developed by osmosis alone on the 
hospital wards. As continuing students of sur- 
gery we must also acquaint ourselves with the 
discussions of sociologists and philosophers. 
Each one of us must strike a balance between 
the science and the art of medicine. We must 
hold to our Hippocratic oath in the light of 
present day knowledge and our own spiritual 
values. Each one of us must constantly ask 
ourself; wherein lies the glory of a technical 
triumph which precipitates economic, social 
or spiritual bankruptcy? We cannot allow 
culpable ignorance to mask itself in the guise 
of humanitarianism, neither can we allow 
scientific achievement to preclude the right to 
live or the right to die with the dignity which 
is the right of every man. In the last analysis 
we must seek guidance beyond ourselves and 
I for one can only repeat that ancient psalm 
“Out of the depths I cry to thee O Lord, Lord 
hear my prayer”. 


FAT EMBOLISM 


D. B. Nunn, M. D., ann F. E. Krepet, M. D. 
Charleston, S. C. 


Introduction 

he increasing incidence of trauma asso- 
45 ciated with the fast-moving conditions 
of modern life emphasizes the impor- 

tance of adequate understanding of the proper 
care and management of patients with trau- 
matic injuries. One of the least understood and 
more serious complications which may be 
ssociated with traumatic injuries is fat embol- 
ism. The mortality in clinically diagnosed cases 
of fat embolism is usually high, but probably 
in be significantly reduced through better 
inderstanding of the problem and its correct 
ianagement. Accordingly, it is the purpose of 
tais paper to discuss the incidence of fat 
nbolism, to present the more commonly ac- 
epted views with regard to pathogenesis and 
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pathophysiology, to delineate the usual clinical 
picture, and to elaborate on some of the more 
promising therapeutic approaches which have 
been advocated. 


Incidence 


Although commonly thought of as a rare 
complication of trauma, fat embolism has 
been found to occur in a significant number of 
cases with traumatic injuries encountered in 
both wartime and civilian practice. During 
World War Il, The Committee for the Study 
of the Severely Wounded found evidence of 
fat embolism in the lungs of 65% of 60 cases 
dying after various types of battle wounds.' 
In the Korean War, fat embolism was reported 
in 39% of a group of 79 cases dying of battle 
injuries.2_ Robb-Smith,? in civilian practice, 
has reviewed 789 accident cases in which 
there were 125 deaths. Forty-one of the pa- 
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tients who died had gross evidence of pul- 
monary fat embolism which was severe enough 
in 29 cases to be considered the major cause 
of death. Musselman et al.* have studied 109 
cases with civilian injuries, and found signs 
and symptoms of fat embolism in 55% of the 
cases; thirteen deaths were attributed to fat 
embolism. 

Fat embolism usually is associated with 
traumatic injuries in which there are fractures 
of the long bones, but is also seen after ex- 
tensive soft tissue injury alone.5 Moreover, it 
may occur after operative trauma on either 
bone or soft tissue®,? or both, and has been 
reported in association with such conditions 
as osteomyelitis, suppuration of fatty tissues,® 
diabetes mellitus, acute pancreatic necro- 
sis,1° and chronic alcoholism’! without any 
antecedent history of trauma. 

Pathogenesis and Pathophysiology 

The pathogenesis of fat embolism is still a 
matter of considerable controversy. However, 
the weight of evidence to date seems to favor 
the direct entrance of fat globules into the 
venous system at the site of injury as the most 
common mechanism in cases associated with 
trauma. Still, this does not explain those cases 
in which there has been no trauma. It has been 
recently postulated'? that such cases may re- 
sult from a change in the state of emulsifica- 
tion of neutral fat normally present in the 
serum. However, whether or not this is true 
has not been definitely determined. 

Assuming that fat globules are intravasated 
into the venous circulation in cases of em- 
bolism following trauma, the immediate effect 
produced is mechanical obstruction of the 
pulmonary arterioles with resultant acute pul- 
monary hypertension. In order to compensate 
for this condition an increased output of the 
right ventricle is required. With normal cir- 
culatory dynamics, allowing for an augmented 
venous return, the heart is able to compensate 
for considerable rises in pulmonary arterial 
pressure. On the other hand, in the presence 
of hemorrhagic shock associated with fat 
embolism, death ensues rapidly from acute 
right ventricular failure unless circulating 
blood volume is soon restored. 

If the patient is able to survive the acute 


effects of pulmonary arterial obstruction, « 
portion of the fat globules is forced through 
the pulmonary capillary beds into the systemic 
circulation whence they are once again 
arrested in terminal arterioles. Systemic em 
bolization to the brain, kidneys, and skin of 
the upper trunk is particularly common. Un 
less the degree of systemic embolization is 
severe enough to produce marked cerebral 
obstructive symptoms or death, a latent period 
of 24 to 72 hours follows before the classical 
signs and symptoms of fat embolism appear. 
It is now believed that this latent period 
represents the time interval between lodge- 
ment of neutral fat emboli and the hydrolysis 
of sufficient fatty acids from this fat to produce 
the local hemorrhagic effects noted on patho- 
logical examination. Possibly the elevated 
serum lipase levels, which have been detected 
by some investigators's,'4 during the early 
stages of fat embolism, may be the crucial 
factor in initiating this hydrolysis. At any rate, 
it would appear that the classical signs and 
symptoms of fat embolism are probably on a 
chemical basis. 
Clinical Picture 

The clinical picture of fat embolism may or 
may not be easily recognized depending on 
the extent of embolization and associated in- 
juries. Usually the patient is the victim of a 
severe crushing injury frequently associated 
with a fracture of a major long bone, such as 
the femur or tibia, The initial signs and symp 
toms produced within a few minutes or hours 
after injury are usually those of pulmonary 
embolization. Symptoms may be minimal o1 
severe with dyspnea, hyperpnea, cyanosis, and 
venous distention followed by death. If the 
patient survives, cerebral obstructive symp- 
toms of restlessness, delirium, or coma maj 
appear depending on the severity of systemi: 
embolization. In some cases, marked cerebra! 
symptoms may present without any _pré 
monitory pulmonary signs;'® however, the pos 
sibility of an associated head injury must al 
ways be considered. 

Characteristically, a free or latent period o! 
24 to 72 hours follows the acute obstructiv: 
phase before classical signs and symptoms 0! 
fat embolism develop. Often the patient wh: 
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has seemingly been recuperating well from the 


effects of his injuries, suddenly becomes rest- 


less and anxious and may progress to a state 
f delirium or coma. Various neurological ab- 
normalities may appear, but usually there are 
no localizing signs since the process of em- 
bolization is diffuse. Pulmonary signs sug- 
gestive of pneumonia are almost always pres- 
ent, and a chest film at this time shows patchy 
areas of increased density scattered through- 
out both lung fields. Body temperature varies 
from subnormal to hyperpyrexic levels de- 
pending on whether or not the heat-regulating 
center of the brain is disturbed by emboli and 
the presence or absence of superimposed in- 
fection. Petechial hemorrhages commonly ap- 
pear in the skin of the upper trunk, especially 
in the axillae and lateral aspect of the chest 
wall. Although embolization to the kidneys 
frequently occurs, signs of renal failure 
usually are not present. However, during the 
acute phase of embolization, fat globules are 
occasionally found in urine specimens stained 
with Sudan III if the topmost layers of urine 
in the bladder is secured for examination.'® 

The clinical diagnosis of fat embolism is 
usually established on the basis of the clinical 
picture in combination with a roentgenogram 
of the chest. Although demonstration of fat 
droplets in the urine is diagnostic, the test 
often is not positive. 

The differential diagnosis, as previously im- 
plied may cause considerable difficulty in 
certain instances. It may be _ particularly 
troublesome to differentiate fat embolism from 
intracranial bleeding since a free interval fol- 
lowed by progressively deepening coma may 
occur with both conditions. External evidence 
of head injury in addition to localizing signs, 
which usually do not occur with fat embolism, 
may help in the differentiation. However, it is 
well to remember that the two conditions, 
head injury and fat embolism, may coexist, and 
if any doubt is present, exploratory trephina- 
tion under local anesthesia should be per- 
formed. 

In the early stages, fat embolism may also 
be confused with the syndrome produced by 
hemorrhagic shock; indeed, it is often asso- 
ciated with hemorrhagic shock after extensive 
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traumatic injuries. However, symptoms refer- 
able to shock alone should disappear within 
a short period of time after circulating blood 
volume is restored. 

The differentiation of fat embolism from a 
pulmonary blood clot embolus should cause 
little difficulty. Pulmonary blood clot embol- 
ism rarely occurs before the 10th day after 
trauma whereas symptoms of fat embolism are 
almost always seen within 1 to 6 days after in- 
jury. 

For unexplained reasons, fat embolism 
seems to have a special predilection for 
chronic alcoholics with a fatty liver.'* Con- 
sequently, cerebral signs of restlessness fol- 
lowed by delirium must be differentiated from 
delirium tremens. 

In cases with prominent pulmonary signs, 
the clinical picture may initially be confused 
with bronchopneumonia. However, the ap- 
pearance of additional signs and symptoms 
associated with fat embolism should afford 
sufficient evidence to establish the correct 
diagnosis. 

Treatment 

The treatment of fat embolism is for the 
most part non-specific. However, it is of de- 
finitive benefit since there are many features 
in the correct management of patients with 
traumatic injuries which will diminish the 
danger of fatal fat embolism. 

Preventive treatment is of prime im- 
portance. The early, effective splinting of 
fractures and careful handling of the patient 
are factors that have been definitely shown to 
decrease the incidence of fat embolism. Eleva- 
tion of the injured extremity has also been 
suggested since it may be of benefit in de- 
creasing the amount of fat entering the general 
circulation.'7 The use of a pneumatic tourni- 
quet has been recommended for all elective 
operative procedures on bones of the extremi- 
ties.'‘° This has been shown to decrease the 
amount of fat reaching the lungs if the tourni- 
quet is not removed until the limb has been 
immobilized in a splint or dressing. 

The most important feature in the treat- 
ment of the mechanical obstructive phase of 
fat embolism is the prevention of shock. If 
shock is present, it should be treated en- 
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thusiastically with oxygen and adequate blood 
replacement. 

Rapid digitalization has been recom- 
mended'® during the obstructive phase in 
cases in which signs of early heart failure can 
be detected. Probably this is worth a trial 
although the true effectiveness has not been 
definitely determined. 

Several measures have been tried in an at- 
tempt to disperse the fat globules into a finer 
emulsion in order to relieve the obstructive 
effect of embolization. Hermann?° has recom- 
mended the use of intravenous infusion of 5% 
dextrose and 5% ethyl alcohol; the suggested 
therapeutic dose of 95% ethyl alcohol 
ranges between 0.5-1.5 ml/kg. of body 
weight. Alcohol has the additional advantages 
of relieving pain and providing sedation 
without respiratory depression. The authors?! 
have recently become interested in the 
use of intravenous Decholin, a derivative 
of a bile acid which has both vasodilator 
and emulsifying properties. The preferred 
dosage of Decholin is not known, but it may 
be given safely in doses of 5 ml. of a 20% 
solution 3 or 4 times daily since the effects of 
the drug are transient and side reactions are 
uncommon. Although the value of these 
measures is unsettled, it is felt that they war- 
rant further clinical trial. Heparin has also 
been used in an attempt to disperse fat emboli, 
but is probably contraindicated since one of 
the end products of the reaction between lipo- 
protein lipase and neutral fat is free fatty 
acids. 

The specific treatment of the chemical phase 
of fat embolism, in the patient with the classi- 
cal signs and symptoms, remains an unsolved 
problem. Suggested approaches to this prob- 
lem have been: 1). the use of an agent to 
suppress the release of serum lipase during 
the early stages of fat embolism and 2). in- 
travenous infusion of calcium ions during the 
chemical phase in an attempt to immobilize 
free fatty acids as soaps. 


Summary 


One of the least understood complications 
of trauma, fat embolism, occurs in a significant 
number of cases, and may be associated with 
a high mortality rate. It usually follows those 
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injuries in which there are fractures of th 
long bones, but may also occur after extensiv: 
soft tissue injury alone. 


The concept of direct entrance of fat glo 
bules into the venous system at the site of in 
jury is generally accepted. Initial symptoms 
usually those of pulmonary embolization, may 
occur within a short time after injury and are 
usually followed by a latent period of 24 to 72 
hours before classical signs and symptoms de- 
velop. 

Clinical diagnosis is usually established on 
the basis of the clinical picture in combination 
with a chest roentgenogram. Fat droplets in 
the urine are diagnostic, but often are not de- 
tected. 

The treatment of fat embolism is largely) 
non-specific, but is definitely worthwhile. Pre- 
ventive treatment though adequate splinting, 
careful handling of the injured patient, and 
prevention of shock is of prime importance. 
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HYPERTHYROIDISM 
A CURRENT VIEW 


Henry Donato, M. D. 
Charleston, S. C. 


ecent advances in our knowledge of the 
R thyroid gland, including the purification 

of the thyroid hormone, have permitted 
the unqualified declaration that hyperthyroid- 
ism is the result of an excessive release of nor- 
mal thyroid hormone. 

The exact mechanism for the synthesis of 
the thyroid hormone within the gland is not 
yet fully established. It is known that iodine is 
needed in the synthesis of thyroxin by the thy- 
roid gland and that the gland stores this iodine 
in the form of iodide in a concentration some 
twenty-five times greater than that of the 
blood.€ The iodide is converted to iodine by a 
high energy oxidation reaction which is 
catalysed by a peroxidase enzyme. The free 
iodine, thus liberated, is used in the iodination 
of tyrosine to form iodotyrosine. Two of these 
iodotyrosine molecules are then combined to 
form diiodotyrosine which in turn is combined 
with a globulin to form thyro-globulin, the 
active principal of the thyroid gland. 

It has been known for some time that the 
thyroid gland is under the control of a thyroid 
stimulating hormone produced in the anterior 
lobe of the pituitary gland. It has recently 
been established that this thyroid stimulating 
hormone is elaborated by the basophilic cells 
of the anterior lobe of the pituitary. This work 
is mainly accredited to Dr. Peter Heinbecker? 
of St. Louis who, through numerous investiga- 
tive studies, has shown that the basophilic cells 
of the anterior pituitary are trophic not only 
to the thyroid gland but to the ovaries and to 
the testicles. His various and numerous ex- 
periments have also shown that there is a 
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definite relationship between the posterior 
pituitary or neural hypophysis, and the baso- 
philic cells due to hormones elaborated within 
the posterior pituitary. He-has, further, shown 
that the posterior pituitary is, in turn, under 
the influence of two paired nuclei in the hypo- 
thalamus, the paraventricular and supra-optic 
nuclei. 

To sum up then, it has been fairly well 
established that paired nuclei in the hypo- 
thalamus, when stimulated, are trophic to the 
secretion of certain hormones in the neuro- 
hypophysis, which hormones produce changes 
in the glandular hypophysis, namely an in- 
crease in the basophilic cells. These cells then 
produce a thyrotrophic hormone whose action 
regulates the amount of thyroxin produced in 
the thyroid gland. 

Consistent with the implications that excita- 
tion of these nuclei, rather than depression, 
results in hyperthyroidism is the evidence that 
associated with this disorder there is invariably 
evidence of increased activity of the sympa- 
thetic and parasympathetic systems, portions 
of whose centers are located in the hypo- 
thalamus. The clinical manifestations of such 
increased activity is well known. In contrast, 
depression of activity in these paired nuclei in 
the hypothalamus has been shown to lead to 
diastolic hypertension, diabetes mellitus, 
arterio-sclerosis and obesity. Persons exhibiting 
diastolic hypertension, known to be due to de- 
pression of these nuclei, show no increased 
activity of the sympathetic or parasympathetic 
systems. 

There are essentially two types of hyper- 
thyroidism. There is that type which is ini- 
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tiated in the central nervous system as de- 
scribed above. This is the Graves type and is 
associated with exopthalmus. In this type, the 
thyroid gland is diffusely stimulated and en- 
larged. The other type is due to a condition 
primarily local in the thyroid gland. It is 
exemplified by the actively secreting aden- 
oma.? This adenomatous tissue has, for some 
unaccountable reason, an increased suscepti- 
bility to the thyroid stimulating hormone. 
What the local change in the thyroid cell is to 
cause this susceptibility is not known. 

Until recent years the basal metabolic rate 
determination has probably been the most 
widely employed laboratory test for the de- 
termination of hyperthyroidism. This test to- 
day is infrequently employed as a serious de- 
termination of the existence of hyperthyroid- 
ism.4 An increase in the measured rate of 
basal oxygen consumption is observed in so 
many other conditions that its value in the de- 
termination of hyperthyroidism is minimal. 


There are those who feel that the serum 
cholesterol concentration is a valuable diag- 
nostic aid. The majority feel, however, that 
it’s greatest usefulness is in following the 
efficacy of one’s therapy in the hyperthyroid 
patient. 

The serum protein-bound iodine determina- 
tion, the P.B.I. which represents the circulating 
thyroxin concentration, is perhaps the most 
reliable index to the presence and course of 
thyroid disease. Normal values of PBI are be- 
tween 4 and 8 gamma per cent (micrograms 
per 100 ml of serum) except in pregnancy 
where the range of values obtained without 
evidence of thyroid disease is 6 to 10 gamma 
per cent.’ This determination requires a rather 
meticulous technique. It is, however, within 
the capacity of many hospital laboratories. 

The increased production of thyroxin in 
hyperthyroid patients is reflected by an in- 
crease in the capacity of the thyroid gland to 
take up radioiodine. This fact has led to a 
very important diagnostic procedure. It con- 
sists of administering a small oral dose of 
radioactive iodine (I'*') and then measuring 
the accumulation in the thyroid gland with a 
Geiger-Miiller counter, In the normal euthy- 
roid individual the thyroid uptake of I'*’, with- 


in a twenty-four hour range, is between 10 and 
50% of the tracer dose. In hyperthyroidism, 
the uptake is between 50 and 100% and, for 
the most part, is usually over 90%. In myx- 
edema, the uptake is less than 10% of the 
tracer dose. There is occasionally some over- 
lapping in these ranges of the clinical groups, 
but in general the test is highly specific and 
diagnostic. 

The treatment of hyperthyroidism has also 
made great strides, particularly since the ad- 
vent of the anti-thyroid drugs, which were 
first reported on by Astwood in 1943.2 Since 
that time, various refinements have been made 
in the drugs and today the two most popular 
are propylthiouracil and tapazol. These two 
drugs have been shown to offer the highest 
efficiency with the least toxicity. Their mode of 
action is not exactly known but it is felt that 
they work in one of two ways. They either 
inhibit the peroxidase enzyme system, thereby 
holding down the conversion of iodide to free 
iodine or they act by binding with the free 
iodine elaborated in the acinar cells so that 
hormone synthesis cannot occur. The extent 
to which hormone synthesis is reduced seems 
to be dependent on the dose of the drug and 
the frequency with which it is given.’ It has 
been pretty well established the drug should 
be given at no later than eight hour intervals. 
Aside from the dosage and the regularity of 
administration, the time necessary to effective- 
ly produce a reversion to the euthyroid state 
depends upon the amount of stored colloid in 
the gland. It would seem that these anti-thy- 
roid drugs have no effect on the thyroxin 
which had already been produced and 
stored.2 The good results of therapy must, 
therefore, await the utilization of this stored 
colloid. Because of the suppression of the pro- 
duction of thyroxin in the thyroid gland, there 
is some hypertrophy and hyperplasia of the 
basophilic cells of the anterior pituitary which, 
through an increase in the thyrotropic hor- 
mone, produce considerable hyperplasia of the 
thyroid gland. Therefore, one should not be 
alarmed if during the course of anti-thyroid 
therapy the gland is noted to enlarge. 

There has, as yet, been no failure of treat- 
ment recorded in the literature.2 That is to 
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‘ay, anyone who has been treated with a 
sufficient dosage of anti-thyroid drug with 
regularity and over a sufficient period of time 
will eventually become euthyroid. It might be 
said then, that the anti-thyroid drugs work in 
100% of cases. The main problem arises only 
after the patient has become euthyroid. If the 
anti-thyroid drug is stopped at this point, 
hyperthyroidism will recur in almost 100% of 
cases. If the drug is continued as a mainte- 
nance dose for a period of 18 months to 2 
years and then discontinued, approximately 
30 to 50% of patients will have a recurrence 
of the hyperthyroidism.4 Maintaining the 
drug therapy beyond this point seems to have 
no beneficial influence on the recurrence rate. 
It can be seen then, that these drugs are not 
the complete answer to the therapy of hyper- 
thyroidism and, actually, have been relegated 
to a position of preoperative therapy. There 
is, at the present time, very little excuse for 
operating upon an individual with hyper- 
thyroidism who has not been rendered 
euthyroid by the administration of the anti- 
thyroid drugs. 

Agranulocytosis is almost unknown as a 
complication, Leukopenia, however, does 
occur and purpura is occasionally seen. For the 
most part, however, these anti-thyroid drugs 
are so effective in practice and so free from 
toxicity, that if the patient is available to the 
physician and is warned to report any rash, 
fever, or sore throat, there is virtually no 
danger. 

Another highly efficacious method of treat- 
ment of hyperthyroidism which has been used 
since 1940, is radioactive iodine therapy. A 
dose is delivered to the thyroid gland which 
ictually causes necrosis of the cells that ab- 
sorb it. Grossly, the effect of treatment is to 
shrink the thyroid gland down to approxi- 
nately normal size. The dosage is calculated 
m the basis of the size of the gland which 
must be estimated in grams. It is necessary 
o know, also, the amount of the I'** which 
the gland will take up. This is determined by 
giving a tracer dose and monitoring with a 
Geiger-Miiller counter at six and twenty-four 
ours, with the higher of these two radio- 
.ctivities taken as the maximum uptake. The 
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final factor which must be known is the 
effective half life of the iodine which has been 
taken up. This is determined by measuring 
with the counter until such time as only 50% 
of the maximum level taken up remains. 

The incidence of side effects is minimal and 
one has, actually, a subtotal thyroidectomy 
without surgery. One, of course, must ask why 
is this treatment not universally accepted for 
hyperthyroidism. The answer lies in the fact 
that no one is quite sure what will happen to 
this irradiated gland. It is felt that, if the pa- 
tient lives long enough, he may very well de- 
velop a carcinoma of the thyroid on the basis 
of radiation burn. Since radioactive iodine has 
only been in use since 1940, there are not 
enough long term follow-ups to answer 
this question adequately.¢ The radioactive 
iodine therapy of hyperthyroidism is, there- 
fore, relegated to those individuals with hyper- 
thyroidism whose life expectancy is not over 
15 to 20 years, or who have some coexistent 
disease which may limit the life expectancy. 

Should the patient fall into the above cate- 
gories but have a nodular goiter with hyper- 
thyroidism, radioactive iodine is not necessarily 
the treatment of choice.6 The reason is, of 
course, that the radioactive iodine therapy will 
do nothing to remove these nodules and may, 
actually, accentuate them, which is, of course, 
unsightly. Of more importance is the fact that 
one cannot tell whether any of these nodules 
represents a true tumor or merely a hyper- 
plastic-involuted nodule. 

It is concluded then, that at the present 
time the treatment of choice of hyperthyroid- 
ism, for the majority of patients, is radical 
subtotal thyroidectomy. Prior to surgery, the 
anti-thyroid drug should be used in order to 
render the patient euthyroid and then, approxi- 
mately two weeks prior to surgery, iodine 
therapy should be administered to produce 
involution of the markedly hyperplastic and 
vascular gland. Radioactive iodine therapy 
should be reserved for those individuals with 
a diffuse toxic goiter whose life expectancy is 
no greater than 15 to 20 years. 
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PRELIMINARY TRIALS WITH TWO 
NEW COMBINATIONS OF 
DERMATOLOGIC AGENTS 


NYSTATIN, ANTIBACTERIAL, FLUDROCORTISONE OINTMENT AND 
TAR, QUINOLIN, FLUDROCORTISONE OINTMENT—A STUDY OF 
THEIR USE 


J. R. Atuison, M. D. anp J. R. Avuison, Jr., M. D. 
Columbia, South Carolina 


ur experience has shown that many com- 
() mon dermatological problems are 
caused or complicated by mixed bac- 
terial and fungal infections. The successful 
treatment of these conditions depends on the 
selection of a therapeutic agent to which the 
micro-organisms present in the lesion are 
sensitive. The combination of an anti-inflam- 
matory drug with agents capable of attacking 
fungi as well as bacteria, in a single topical 
preparation, suggests itself as a simple ap- 
proach to this type of problem. In the present 
report, the use of two ointments, each consist- 
ing of several drugs widely accepted by der- 
matologists, is described. These two prepara- 
tions were given preliminary trials in patients 
with various infectious skin diseases en- 
countered in our private practice. The results 
of these trials are herein evaluated. 
Materials and Methods 
The ointments* were designated as follows: 
Mycostatin-Florinef-S ointment® and Florinef 
with Tarquinor ointment. The Mycostatin- 
Florinef-S ointment contained per gram of 
ointment base: 
fludrocortisone acetate 0.1% 


°Supplied through the courtesy of the Squibb Institute 
for Medical Research, New Brunswick, New Jersey. 


*Since this manuscript was submitted, the myco- 
statin-Florinef-S ointment has been put on the 
market under the name Myconef. 


neomycin 0.25% 
gramicidin 0.025% 
nystatin 100,000 units 


In this preparation, the anti-inflammatory 
activity of fludrocortisone, shown by others'~4 
to be at least 10 times that of its parent com- 
pound, is supplemented by the established 
topical antibacterial activity of neomycin and 
gramicidin, and by nystatin, a well known 
antifungal agent particularly effective against 
cutaneous candidal infections.5-"' 

The Florinef with Tarquinor ointment con- 
tained: 


crude coal tar (low carbon content ) 1.0% 
fludrocortisone acetate 0.1% 
chlor-hydroxy-quinolin 0.2% 


In this preparation, the anti-inflammatory 
effect of fludrocortisone is abetted by the anti- 
pruritic action of crude coal tar'2-17 which also 
provides considerable keratogenetic action. 
Chlorhydroxyquinolin is a strong antiseptic. 

Mycostatin-Florinef-S, was employed over 
a period of 18 months in the treatment of 176 
patients (see Table 1). The ointment was 
applied sparingly over the affected areas two 
to four times daily for a period of one to 
several days. Patients were instructed not to 
rub the ointment into the skin. 

Florinef with Tarquinor ointment was ad- 
ministered to 19 patients in a dosage regimen 
similar to that described for Mycostatin- 
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Florinef-S ointment (see Table II. ) 
Results 

Of the 176 patients receiving Mycostatin- 
Florinef-S ointment, 168 obtained good or 
excellent therapeutic results. There was no 
evidence of toxicity. The ointment was ex- 
ceptionally valuable in cases of intertrigo, 
hand eczema, paronychia, seborrhoeic derma- 
titis complicated by secondary infection, and 
so-called “diaper rash.” 

Of the 19 patients given Florinef with Tar- 
quinor, good or excellent clinical effects were 
seen in seventeen cases. One patient exhibited 
local irritation on exposure to sunlight, possi- 
bly related to a photo-sensitizing action of the 
coal tar, but this patient continued to apply 
the medication with good effect. Another pa- 
tient requested that the drug be discontinued 
because of burning sensations associated with 
its application. No patch tests could be made 
in this case. 


TABLE I 


Clinical results obtained with Mycostatin- 
Florinef-S Ointment 
Therapeutic Results 
Number of Good or 


Diagnosis Patients Excellent Poor 
Contact dermatitis 14 14 a 
Seborrhoeic dermatitis 15 14 

Housewife’s eczema 25 22 3 
Neurodermatitis 4 4 _ 
Dyshidrosis, complicated 3 3 ae 
Paronychia 30 30 ec 
Folliculitis 2 2 we: 
linea cruris, pedis 2 2 aes 
Balanitis 12 11 1 
Varicose ulcer 1 1 ree 
Sunburn (infected ) 1 1 “a 
Perleche stomatitis 15 15 mre 
Intertrigo 31 31 ame 
{topic dermatitis 10 10 ane 
Nonspecific dermatitis 11 8 8 

Totals 176 168 | 
Comments 


In several instances, Mycostatin-Florinef-S 
was found to be effective in cases where an 
»intment identical except for the omission of 
nystatin did not succeed, a fact suggesting the 
possibility of candidal or dermatophytic in- 
fection. In such cases, although scrapings were 
prepared and examined in potassium hydrox- 
ide, candida albicans was only rarely found. 
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TABLE II 


Clinical Data Obtained with the use of 
Florinef with Tarquinor Ointment 





Therapeutic Results 
No. of Excellent 
Patients to Good Fair Poor 


Diagnosis 


uw 
~ 
' 
t 


Psoriasis - 

Contact dermatitis 
Neurodermatitis 
Acne rosacea 
Dyshidrosis 
Nonspecific eczema 
Fungus infection 
Stasis dermatitis 
Housewife’s eczema 
Ulcer 


ee et ee OD OO 
— hm i i i 9 69 OO oe 
' 
i 
! 
' 


1 

! 

1 

' 

—_ 
° 


Totals 19 17 1 1 


*Ointment discontinued because of burning. 


On the other hand, in chronic problems often 
associated with candidal infections, e. g., 
chronic paronychia, the results obtained with 
an ointment containing nystatin alone were 
frequently inferior to those obtained using 
Mycostatin-Florinef-S, suggesting a primary 
or concomitant bacterial infection in such 
cases. 

Florinef with Tarquinor was most useful in 
treating nummular eczema, psoriasis (particu- 
larly pruritic anal and pubic patches) and 
hand eczema. Atopic dermatitis and neuro- 
dermatitis were found to respond particularly 
well when the ointment was administered 
after the acute and infectious phases of these 
conditions had subsided, 

Summary 


1. Two new dermatologic preparations, 
Mycostatin-Florinef-S ointment, and Florinef 
with Tarquinor ointment, received preliminary 
clinical trials in a series of patients with vari- 
ous cutaneous conditions encountered in our 
private practice. Of 176 patients receiving the 
preparation containing Mycostatin and Flor- 
inef-S, 168 patients manifested good to excel- 
lent response. Of 19 patients receiving the 
Florinef-Tarquinor preparation, good to excel- 
lent results were observed in 17 cases. 

2. At no time was any evidence of systemic 
effects due to percutaneous absorption of 
fludrocortisone noted by clinical or historical 
observation. 

3. It is the impression of the authors that 
the two preparations employed in this study 
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are valuable dermatological agents. The Myco- 
statin-Florinef-S ointment in particular seems 
superior to the other preparations hitherto 
available. 
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LIMITATIONS IN THE CHEMICAL 
TREATMENT OF MYELOID LEUKEMIA 


A STUDY OF 3926 CASES 


Joun R. Sampey, Ph. D. 
Greenville, South Carolina 


he leukemias are among the most re- 
-_ sponsive of all neoplastic diseases to 
chemotherapy.2':22, A search of the 
literature since 1949 discloses that more than 
four thousand patients with chronic and acute 
myelocytic leukemia have been treated with 
chemicals. The 3926 cases listed in Table I 
do not include those described in 54 articles 
which failed to state the number undergoing 
chemotherapy. Many references also do not 
tabulate the number responding to the treat- 
ments. The remission rates given for the most 
frequently employed chemical agents in Table 
I were calculated from reports which gave 
both the number treated and the number re- 
sponding. 
The incompleteness of the published records 
is not the most serious limitation to the chemo- 
therapy of myeloid leukemia. The lack of ob- 
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jective standards makes it even more difficult 
to evaluate the results. The clinical reports 
come from scores of medical centers through- 
out the world, and the results which one group 
of investigators consider satisfactory may be 
classed as an unsatisfactory response by 
another. Some reports are supported with de- 
tailed laboratory and clinical findings, whil« 
others describe only subjective reactions of 
patients or general impressions of the therapy 
Toxicity and instances of where the action 
of the drug was contraindicated will be noted 
under the individual chemicals. 
Myleran. Myleran has been the agent of first 
choice in the treatment of myelocytic leukemi: 
by a number of investigators,'-4-7.23-27 anc 
there have been few complaints of seriou: 
toxicity. Bohinjec,¢ however, reported the 
chemical hastened the downhill course of tw« 
of his six patients, and Hayhoe"' had two pa 
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TABLE I 


Chemical Management of Myelocytic Leukemia 


Number of Cases No. of Remission Rates 
Chemicals Total Chronic Acute References Chronic Acute 
Myleran 652 630 10 63 50% 10% 
N-mustard 610 543 26 91 84% 54% 
Ps2 593 563 27 38 55% 4% 
Urethan 522 432 17 64 73% 64% 
Cortisone—ACTH-FAA 487 139 326 112 66% 53% 
Miscellaneous 431 324 111 108 85% 40% 
TEM 335 290 44 60 70% 36% 
6-MP 291 156 126 32 82% 46% 


tients develop bone marrow failure on myleran 
therapy. 

Nitrogen Mustard. Nitrogen mustard shows 
the highest remission rate in chronic myeloid 
leukemia in Table I, but Ariens,' Bernard,4 
and Schulten?% rate it low in chronic cases, 
and Brimi? and Wintrobe27 reported the drug 
hastened the course of the disease in acute 
cases. The toxic action has been noted by 
several,16. 26 

Radiophosphorus. P** therapy of myeloid 
leukemia has not met the success of the drug 
in polycythemia vera. The isotope has shown 
contraindicated action,7: '3. 27 and sometimes 
it transforms chronic myeloid leukemia into 
the acute form.'S Knyazeva'* described reti- 
culo sarcomatosis in a patient on x-ray and 
radiophosphorus therapy. 

Urethan. Libansky'? warns of the danger of 
urethan therapy in turning chronic myeloid 
leukemia into a terminal acute phase. Fvans'© 
has raised the question if a primary carcinoma 
of the liver could be related to prolonged 
urethan therapy of leukemia. Balestrieri# 
noted the toxicity of the drug. 

Cortisone-ACTH-FAA. These three agents, 
either separately or in combination, have re- 
ceived the largest number of investigations in 
Table I (112 references), and also the most 
complaints. The course of both chronic and 
acute myelocytic leukemias have been 
hastened by these agents.5: 7: 25. 27 Maness'® 
concluded that folic acid antagonist (FAA) 
therapy was not justified in acute leukemia, 
and Marchal'® proposed to abandon Corti- 
sone-ACTH therapy after six cases of Hodg- 
kin’s disease and two of myeloid leukemia de- 
veloped terminal tuberculosis. Berman? de- 
scribed good hematological remissions with 
FAA, but he encountered severe toxicity in 
the therapy. Isaacs'? noted the development 
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of pernicious anemia in one patient on FAA 
therapy. 

TEM. Brimi? and Wintrobe27 both warn of 
the contraindicated action of triethylene mela- 
mine in acute leukemia. Brugsch® noted the 
appearance of mitosis in the blood during 
TEM therapy, and Ceresa® warns of the drug’s 
action in myeloid leukemia. Slipyan?4 re- 
ported fatal bone marrow depression following 
TEM administration. 

6-MP. 6-Mercaptopurine has not been used 
as extensively as the foregoing chemicals, but 
it is effective in both chronic and acute myelo- 
cytic leukemia, and it is free from some of the 
limitations noted with other antileukemic 
agents. 

Miscellaneous Chemicals. More than a score 
of different chemicals have been tested in the 
108 publications grouped under this heading. 
Ariens' favors radiogold and arsenic among 
miscellaneons agents, while Schulten23 recom- 
mends arsenic and thiophosphoramides. Our 
survey shows 84 remissions in 106 cases (7 
acute, 92 chronic) treated with colchicines, 67 
remissions in 76 cases (all chronic) on Au'®® 
therapy, 9 remissions in 11 cases (6 acute, 5 
chronic) on As7¢ therapy, 15 remissions in 22 
(all chronic) on phosphoramides, and 18 of 
19 (14 acute, 4 chronic) on antibiotics. Such 
preliminary results have no statistical value, 
but they do warrant further clinical trials. 
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MEDICAL COLLEGE CLINICS 


THE MEDICAL COLLEGE OF SOUTH CAROLINA 


ELECTROCARDIOGRAM 
OF THE MONTH 


Atrial Fibrillation (and old anterior 
myocardial infarction) 


Dae Groom, M. D. 
Department of Medicine 


Case Record—A 60 year old man was admitted to 
the lwspital tor treatment of congestive heart failure. 
According to his referring physician, atrial fibrilla- 
tion had been present for at least five years, during 
which time the patient had experienced two attacks 
of acute myocardial infarction followed by a de- 
creasing cardiac reserve requiring digitalis and diuretic 
therapy. He had continued to work as a mill super- 
intendent until completely disabled by dyspnea and 
orthopnea a few days prior to admission. Addition- 
ally there was a history of hypertension in middle 
life and a high familial incidence of coronary disease. 

The physical findings were those of advanced con- 
gestive failure: distention of the neck veins and of 
the liver which was felt 4 finger-breadths below the 
right costal margin, dependent pitting edema, moist 
rales throughout both lung fields, a diffuse apical 
impulse in the 6th intercostal space at the anterior 
axillary line, and a rapid and totally irregular cardiac 
rhythm. Moderate narrowing and sclerosis of the 
retinal arterioles suggested a pre-existent hyper- 
tension but the blood pressure was normal. A chest 
roentgenogram revealed gross cardiac enlargement, 
predominantly of the left ventricular segment, and 
pulmonary congestion with bilateral pleural effusion. 


In the laboratory examinations, which included blood 
proteins and urea nitrogen, there was nothing of note 
other than an albuminuria (4 plus) with casts in 
initial specimens which was not present in the 
urinalyses following treatment. 

As so often occurs in these cases, the rest and in- 
tensive treatment in the hospital with measured re- 
striction of the sodium in the diet produced a marked 
clinical improvement. Diuresis with a weight loss of 
16 pounds accompanied the restoration of cardiac 
compensation. Illustrated here is an electrocardiogram 
recorded on the ninth hospital day, at about the time 
of discharge, following administration of increased 
dosage of digitalis to the level of toxic symptoms. It is 
similar to one made on a follow-up examination one 
year later. 
atrial 
activity is a rapid and irregular undulation of the 
baseline evident in V: and, to a lesser extent, in leads 
II and III. There are no discrete P waves. The ven- 
tricular rhythm is completely irregular; its rate as 
measured by the R-R intervals ranges from 44 to 120, 
with an average of about 65 beats per minute. 

Three of the QRS complexes are conspicuously wide 
and notched, denoting ventricular ectopic beats. The 
remainder have a normal width of 0.08 sec. and their 
axis is deviated to the left as shown by the entirely 
upright deflection in aV1 and the downward one in 
aVf. Significant Q waves are present in leads I, V, ; 
and « which, with the absence of R waves in V; and 
the small R of V;, are indicative of previous infarction 
of the anterior wall. That the posterolateral wall also 
may have been similarly involved is suggested by the 
simple QS deflections in leads II, III and aVf with 


Electrocardiogram—The only indication of 
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the diminished R of Ve. In the latter lead it is the 
complex on the right which is the normally conducted 
one and this shows a delayed intrinsicoid deflection. 

Throughout the tracing are ST and T wave changes 
consistent with digitalis effect, best noted in leads 
from the left side of the heart where the T waves are 
in a direction opposite to that of the main QRS de- 
flections. 

(The precordial leads were recorded at one-half the 
usual sensitivity because of the high amplitude of the 
deflections. ) 

Discussion—Atrial fibrillation is characterized electro- 
cardiographically by the absence of P waves, their 
replacement by rapid and irregular undulations of the 
baseline, and a completely irregular ventricular re- 
sponse. Instead of undergoing normal activation and 
contraction the atria remain dilated in a state of 
chaotic and disorganized activity which is recorded 
as small irregular waves varying in size, shape and 
spacing, having an apparent rate on the order of 350 
to 550 per minute. These so-called “F waves” are 
usually best inscribed in precordial leads obtained 
over the atria but are sometimes indistinct or ob- 
scured. The ventricles continue to be activated along 
their normal conduction pathways so that configura- 
tion of the QRS and T wave complexes is usually not 
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appreciably altered by the arrhythmia, although some 
slight aberration in these deflections is not uncommon. 
Very rapid undulations give a fine waviness to the 
baseline, whereas slower ones such as seen in V; of 
this tracing suggest a coarse fibrillation. Occasionally 
these may become rhythmic enough to simulate flutter 
waves and are then designated as “impure flutter” or 
“flutter-fibrillation”. 

The actual mechanism of atrial fibrillation is as yet 
not completely understood. One theory postulates 
innumerable circus type excitation waves occurring 
in many isolated areas of the atria at once, perhaps 
perpetuated by the syncytial nature of the myo- 
cardium. Another concept views the chaotic atrial 
activity as the result of rapid ectopic focal discharges 
occurring at rates too high to permit unified activa- 
tion of the muscle—essentially, a stage beyond atrial 
tachycardia and flutter. In either case, stimuli are 
thought to reach the AV nede at far higher rates than 
the node or the ventricles can accept. Probably only 
the strongest of these stimuli get through, and then 
only those which arrive at a time when the node is 
not refractory. Hence the ventricular rhythm is com- 
pletely irregular with a rate only a fraction of that 
of the stimuli which constantly bombard the atrio- 
ventricular node from above. But just why such a 
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situation should not provoke a continuous rapid ven- 
tricular response at the maximum rate the node could 
support—why the rate of the ventricles in atrial 
fibrillation is almost always lower than it is in atrial 
tachycardia or flutter—has not been satisfactorily ex- 
plained. Seldom does the average rate exceed 150 
(although rarely it may reach 200) and commonly it 
is within the normal range for pulse rate. 

The mechanical phenomena resulting from atrial 
fibrillation render it a bedside diagnosis. As contrasted 
to sinus arrhythmia or bigeminal rhythm in which 
the pulse irregularity occurs in a repetitive sequence, 
atrial fibrillation produces an “irregular irregularity”. 
There is no consistent pattern in the intervals be- 
tween QRS complexes. Ventricular filling, and con- 
sequently stroke output, tends to vary from beat to 
beat, so much so that the pulse waves of some con- 
tractions are imperceptible in the peripheral artery, 
causing the well known “pulse deficit” characteristic 
of atrial fibrillation. Particularly with the more rapid 
rates of ventricular response the heart rate by aus- 
cultation may greatly exceed that which can be 
counted in the peripheral pulse. Furthermore the first 
heart sound can often be heard to vary in intensity. 
Some contractions may follow others by so short an 
interval that the stroke output is insufficient to open 
the semilunar valves at all, and on such beats no 
second heart sound occurs. This irregularity in force, 
as well as timing of beats, is readily detected in the 
ordinary blood pressure determination where there is 
no single systolic reading for all beats, some coming 
in at higher levels with more beats being heard as 
the pressure falls. It might be more accurate to ex- 
press such systolic pressures in terms of a range rather 
than a single figure. And perhaps the same should be 
said as regards the rate. All these irregularities in 
timing, in force of the pulse beat, and in the heart 
sounds become more obvious at the faster heart rates 
where one beat falls more closely upon another. This 
principle is often utilized by the clinician in differen- 
tiating a sinus rhythm with many premature con- 
tractions or a marked sinus arrhythmia from slow 
atrial fibrillation—the rhythm of the first two tends 
to become more regular after exercise whereas ir- 
regularity of the latter becomes accentuated. 

The three common causes of atrial fibrillation are 
coronary sclerosis, rheumatic heart disease (especially 
with mitral valve involvement in which distention of 
the left atrium itself is thought to be instrumental in 
producing the arrhythmia), and hyperthyroidism. 
Nearly all instances of it are attributable to one of 
these three. Occasionally it may arise from hyper- 
tension, from bacterial endocarditis, cor pulmonale, 
or a severe febrile illness in which there is some com- 
ponent of myocarditis. Rarely the arrhythmia is ob- 
served in seemingly normal hearts following exertion 


or overstimulation. Atrial fibrillation may be parox- 
ysmal lasting minutes or hours, but in the usual cas: 
it goes on for years uninterrupted. If the ventricular 
rate is slow the patient may be totally unaware of any 
cardiac disorder, but if rapid considerable circulatory 
impairment may result. In older patients the fibrilla- 
tion may appear intermittently before it sets in as a 
permanent arrhythmia, frequently at ventricular rates 
high enough to cause angina or frank congestive heart 
failure. Digitalis has its most dramatic effectiveness 
in these cases. 

The choice between digitalis and quinidine in th 
treatment of atrial fibrillation is still a matter of some 
debate. On the one side are those who contend that 
the actions of quinidine in depressing myocardial 
irritability and prolonging the refractory period should 
be tried in all cases to abolish fibrillation and restore 
a sinus rhythm, thereby restoring atrial function, con- 
trolling the heart rate by its normal mechanism, and 
eliminating the constant threat of formation of mural 
thrombi in the atria. On the other side are those who 
point out that quinidine alone may produce an atrial 
flutter with a dangerously high ventricular rate be- 
fore it restores a sinus rhythm, and that digitalis by 
virtue of its action in increasing the block at the AV 
node effectively lowers the rate of ventricular response, 
controls it at a safe level even for many years, and 
offers an additional protection against congestive fail- 
ure. Furthermore, patients with long-standing fibrilla- 
tion are notoriously refractory to attempts to restore 
or maintain a sinus rhythm. Indeed, many of them 
feel no better if this is accomplished and a few of 
them (particularly some with advanced mitral stenosis 
or angina pectoris) seem to be made worse. Un- 
fortunately the abrupt transition from fibrillation to 
normal atrial contractions is still accompanied in a 
small percentage of cases by dislodgement of atrial 
thrombi producing emboli in the pulmonary or sys- 
temic circulation, though the risk of this complica- 
tion may be minimized by prior administration of 
anticoagulants. Treatment must of course be _ in- 
dividualized but probably the most accepted course 
today is that of digitalization followed by a trial of 
quinidine unless the patient has an idiosyncrasy to 
the drug or unless the fibrillation is known to be of 
many years standing or refractory. Failure of adequate 
doses of digitalis to slow the ventricular rate should 
always suggest hyperthyroidism or some acute myo- 
carditis such as rheumatic fever as the cause for the 
fibrillation. One does not “fibrillate a little less” on 
treatment—it is only that the pulse deficit decreases 
as the ventricular rate slows. 

The electrocardiogram attains its most authoritative 
position in diagnosis of the arrhythmias where it 
portrays the inner workings of the disordered cardiac 
function. 
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PRESIDENT’S PAGE 


A physician should practice a method of healing founded on a scientific basis, and he should 
not voluntarily associate professionally with anyone who violates this principle. 


In former years physicians concerned themselves mainly with the scientific facet of medi- 
cine, displaying little or no interest in Public Relations. Consequently many quacks and nos- 
trums appeared along with various pressure groups and other semi-professional organizations 
that have been vitally concerned with discrediting organized medicine in the public eye. Dur- 
ing this period the quacks prescribed phony nostrums and dangerous treatments on an un- 
suspecting public poorly informed about scientific methods of medical practice. The pressure 
groups were very aggressive in our state and national governments, advocating socialization 
of medicine. And the semi-professional organizations have been trying to emerge into fields of 
practice far beyond that for which their extremely limited training provides. 


During the past few years organized medicine has awakened to the fact that it would have 
to enter the field of public relations with all the vigor and energy possible, With this in mind, 
public relations departments were established in National, State, and County Societies, and the 
A. M. A. set up a Washington office to screen national legislation affecting medical practice, 
disseminating all the information they could to the profession, making it possible to combat 
adverse legislation on a grass roots level. 


Our interest in the public relations and legislative fields has recently aided tremendously 
in bringing national and state legislative campaigns to successful conclusions. Work at the grass 
roots level was extremely valuable in our legislative battle against naturopathy and will cer- 
tainly have to be called upon again to combat legislation sponsored by other semi-professiona] 
groups designed to permit them to perform services that they are extremely lacking in training 
and knowledge to execute. 

Please let me urge every physician in the State to familiarize himself with the Forand Bill 
and do all the work he possibly can at the local level to inform the layman, Congressmen, and 
Senators about the dangers of this bill and its backdoor approach to the socialization of medi- 
cine. The kindly doctor who treats his patients with intelligent consideration is the best public 
relations man we know and can individually do a magnificent job in safeguarding the free 
enterprise system in our country. 


R. L. Crawford, M. D. 


President, South Carolina Medical Association 
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DAY HOSPITALS AND SPECIAL 
SERVICES 

The great cost of keeping patients in hos- 
pitals has caused much thought about ways 
of reducing expense, with the result that the 
day hospital has been proposed as a partial 
solution of the problem. Particularly has the 
thought of cost and policy been urgent in re- 
spect to patients with mental illness, many of 
whom appear to do better at home than in a 
continuous stay in hospitals. 

In Roxbury, Massachusetts, there has been 
established an actively functioning day hos- 
pital for patients with emotional disturbances. 
These patients remain in the hospital from 
9 A. M. to 4 P. M. and then return home. This 
arrangement has appeared to prove very 
satisfactory and results of treatment are 
thought to be better than in the regular hos- 
pitals. 

Another facet of the cost problem has been 
considered in other hospitals by a reduction of 
certain facilities and a concentration of special 
services such as the postanesthesia recovery 
room, or an intensive care unit to which 
seriously ill patients can be assigned, while 
provision for comprehensive service can 
similarly be reduced for the patient who can 
do much toward looking out for himself. The 
less genuinely sick the patient is, the less 
special care does he require, and by switching 
from one category to another, he can permit 
the hospital to lighten its burden of construc- 
tion and equipment where little more than 
hotel-type accommodations are necessary. 

The program of the Manchester (Mass. ) 
Memorial Hospital, conducted along these 
lines, has been of a pioneering nature and has 
warranted the study and commendation of the 
Public Health Service and the A. M. A. Al- 
ready it would appear to offer not only re- 
duction in cost to the hospital and the patient, 
but the elimination of much expensive service 
which the undifferentiated hospital must offer 
to certain patients who might be willing to 
manage much of their own care and save 
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money for themselves. Hospitals in difficulties 
—and which are not—might do well to follow 
developments when retrenchment or new con- 
struction is considered. 

(J. A. M. A. 166: 2180 April 26, 1958 ) 


A COMMITTEE FOR THINKING 

Our association works well by means of a 
rather large number of able committees which 
make a good job of considering fairly specific 
matters. One might hesitate to suggest the 
establishment of another one, and perhaps for 
our scattered membership it might not work 
unless its members might enjoy periodically a 
semi-novena in some peaceful spot. 

This thought comes from reading about 
what appears to be a rather unique body set 
up by the Medical Society of the District of 
Columbia, no less than a committee on Medi- 
cal Philosophy, called facetiously by its pro- 
poser the “Crystal Ball” Committee. The idea 
was conceived by Dr. Joseph S. Lawrence, 
who proposed that the Society establish a com- 
mittee composed of physicians of a more 
philosophic turn of mind, who would, on 
occasion, set aside their daily tasks for a more 
detached look at current medical problems 
and their implications for the future. 

Though there are many practical difficulties 
in time and scope in the functioning of such a 
committee, the idea is intriguing, and all of us 
will await with concern whatever criticisms or 
solutions may come from the thinkers on the 
battleground for many of medicine’s problems. 


THE POLIO PUSH 

It seems fair to guess that the polio pre- 
vention program has not proceeded far enough 
for us to rest on our accomplishments. Figures 
from many sources indicate deficiencies of 
coverage of the susceptible population. 
Campaigns seem to have bogged down in 
some areas, and the individual physician can 
go only so far in insistence on immunization. 

There appears to be no shortage of vaccine, 
but a shortage of concern on the part of many 
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people. How is the desire for immunization to 
be stimulated, other than by the undesirable 
event of a sharp out-break of the disease? It 
might seem that health departments and or- 
ganizations such as the NFIP should keep up 
a continuous rather than a sporadic pressure 
on the public, while doctors stand ready to 
lend any assistance that might be required. 


COMPULSORY HOSPITAL INSURANCE 
NEXT DOOR 


As the discussion of the Forand bill proceeds 
with its implication of the expanded socializa- 
tion of medicine, it is disheartening to learn 
that our neighbors in Canada in the province 
of Manitoba have established a compulsory 
hospital insurance plan which will provide 
complete care in standard ward accommoda- 
tions and will abolish the connection between 
Blue Cross and Manitoba hospitals. 

The Manitoba Hospital Service Association, 
a member of Blue Cross by reciprocity, will 
cease to function as such, and beaurocratic 
regulation will supplant its arrangements. 

With our progressing improvement in our 
understanding of the basic principles of Blue 
Cross, and our acceptance of the fairness of 
its management, we might well be concerned 
by the trend toward medical socialism in our 


neighbor. 


MINUTES OF COUNCIL MEETING 
MYRTLE BEACH, 8. C. 
MAY 13, 1958 

The first meeting of Council in conjunction with 
the Annual Meeting of the South Carolina Medical 
Association was held at the Ocean Forest Hotel on 
May 18, 1958. The meeting was called to order by 
the Chairman, Dr. J. P. Cain at 9:15 a. m. All officers 
and members of Council were present. 

The minutes of the Council meeting of October 16, 
1957, as published, were read and approved. 

The Chairman of Council then presented his report, 
which is to be read at the House of Delegates, and 
was followed by the report of the Secretary and of 
the Executive Secretary. There followed a discussion 
of the reason for the delay in forwarding membership 
dues to the American Medical Association, and for 
the delay in the receipt of cards certifying member- 
ship in both the South Carolina Medical Association 
and the American Medical Association by the member- 
ship. It was suggested that possibly certification of 
State Association membership could be sent on the 
AMA membership card, and it was moved and car- 
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ried that the Delegates to the American Medical 
Association be instructed to bring this suggestion to 
the House of Delegates of the AMA. 

Dr. J. Howard Stokes then presented his report as 
Treasurer, and it was moved that the audit report be 
published in the Journal. Dr. Stokes likewise re- 
ported as Chairman of the Committee on the Amer- 
ican Medical Educational Foundation, and noted that 
approximately 50% of the membership of the State 
Association had contributed to this fund. 

The Editor of the Journal, Dr. J. I. Waring, then 
gave his report after which a motion was carried to 
the effect that the Editor be instructed to abstract and 
edit the minutes of the proceedings of the House of 
Delegates and to continue their publication in the 
Journal. The Editor then presented a suggestion as to 
a change in the official seal of the Association which 
was to be presented at a later date to the House of 
Delegates. 

Council then received the reports of the Delegates 
to the American Medical Association, and on motion 
the Chairman of Council was instructed to appoint a 
committee of three to investigate the feasibility of 
Social Security for doctors. 

The President of the South Carolina Medical Care 
Plan, Dr. G. D. Johnson then presented his report and 
this was followed by the report of the President of 
the Association. 

Dr. J. 1. Waring reported that the Public Relations 
Counsel, Mr. Francis Taylor, was now employed on 
a piece work basis, and that he and Mr. Taylor had 
decided that there was no urgent reason why he 
should attend all of the sessions of the State Associa- 
tion Annual Meeting; the decision as to whether or 
not this policy would be continued was referred to 
the Publicity Committee, consisting of Dr. J. IL 
Waring, Chairman, Mr. M. L. Meadors, and Dr. 
Robert Wilson, Secretary. 

Dr. G. D. Johnson reported that the Duke Endow- 
ment had undertaken a policy of furnishing nursing 
consultants to various hospitals on request, for the 
purpose of acting in an advisory capacity regarding 
nursing training, hospital management and such 
topics, with the further provision that this endeavor 
be approved by the State Hospital Association, the 
State Nurses Association and the State Medical Asso- 
ciation. Dr. D. L. Smith noted that he had been 
unable to obtain specific details from the Duke 
Foundation, and it was not altogether clear as to 
exactly what was requested of the State Medical 
Association. After some discussion a motion by Dr. 
Weston was carried to the effect that Council request 
the House of Delegates to authorize an investigation 
of this matter, and if desirable and urgent to give its 
approval. 

The Secretary reported that the certificates for 
past Presidents, past Vice-Presidents, and past Chair- 
men of Council had been prepared and were ready 
for distribution. A letter from Dr. Thomas Parker, re- 
questing that the South Carolina Medical Association 
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again sponsor an essay contest for 1959, was read and 
Council gave its approval to this request. A letter 
from Dr. O. B. Mayer, Chairman of the Committee to 
investigate a permanent building headquarters for the 
Society was read and on motion the committee was 
continued. Dr. Mayer also reported in another letter 
the work of the Committee on Highway Safety, which 
was to be presented to the House of Delegates. 

The Secretary presented a letter from the Ameri- 
can Medical Association requesting action on a UNI- 
FORM HAZARDOUS SUBSTANCES ACT; it was 
instructed that this matter be brought to the attention 
of the House of Delegates without recommendation. 

Dr. William Weston then reported a resolution from 
the Columbia Medical Society to the effect that the 
South Carolina Medical Association endorse the re- 
evaluation of immunization programs of Public Health 
Departments, pointing out that (1) Local Medical 
Societies should be consulted and have jurisdiction 
over the immunization program of Health Depart- 
ments; and, (2) That Health Departments should give 
immunization to indigent patients only with patients 
able to pay to receive their immunization from their 
local physicians. Council directed that this be pre- 
sented to the House of Delegates without recom- 
mendation. 

The Secretary read a letter from Dr. Joe E. Freed, 
Secretary-Treasurer of the South Carolina District 
Branch of the American Psychiatric Association, an- 
nouncing the appointment of a Committee from the 
Columbia Medical Society to study the problem of 
liaison with psychologists. This was received as in- 
formation. 

A letter was read from Dr. J. R. Young, Chairman 
of the Committee on Cancer, suggesting that each 
year the Scientific Program include a lecture on cancer 
by some outstanding student of the subject. This was 
referred to the Committee on Scientific Program for 
the next year. 

The Secretary read letters from Exhibits-On-Film, 
and from the Smith, Kline and French Company, 
which were received as information. He announced 
that invitations had been received from non-profes- 
sional groups in Charleston, Columbia, and Greenville, 
inviting the Association to hold its 1959 meeting in 
those localities. 

Dr. Charles N. Wyatt, Chairman of the Committee 
on Civilian Defense, reported at length of the activi- 
ties of this committee and was accorded the thanks 
of Council for his work in this direction. 

Dr. G. D. Johnson announced that nominees for the 
Board of Directors of the South Carolina Medical Care 
Plan, to be presented at the meeting of the Corpora- 
tion, were as follows: Drs. A. V. Bozard, G. D. John- 
son, C. J. Lemmon, Jr. and Messrs.: A. P. Nisbet, 
Graham Segars, and T. C. vanDiver. 

The Council then approved the nominations of the 
following for consideration of the House of Delegates, 
to be elected to the Mediation Committee. 





Second District—Drs. Weston Cook and Sam Gar- 
rison. 

Fifth District+Drs. Roderick MacDonald and Ripon 
LaRoche. 

Eighth District—Drs. W. R. Tuten, Jr. and Michael 
Watson. 

Council then approved the nomination of Dr. J. H. 
Stokes, to be submitted to the House of Delegates for 
election as Treasurer. 

Mr. M. L. Meadors, Executive Secretary, then re- 
ported that the Veterans Administration was not 
going to renew its contract with the State Medical 
Association but was going to continue to finance 
domiciliary care for Veterans on an off-contract basis; 
a review of the fee schedule for these services was 
suggested, and it was directed that a committee be 
appointed by the Chairman to review this matter. 

The Executive Secretary then reported the study of 
consideration of giving Blue Cross and Blue Shield 
benefits to all employees of the South Carolina Medi- 
cal Association (with the exception of himself) as 
“fringe benefits”. It was moved and carried to include 
all employees of the Association in this plan, and to 
give them all contracts for Blue Cross and Blue 
Shield coverage. 

The Executive Secretary then presented a letter 
from Dr. N. K. Walsh, requesting the appointment of 
a committee to meet with representatives of the South 
Carolina Psychological Association to try and co- 
operate with them in initiating legislation to certify 
the psychologists in the state. This was referred to the 
House of Delegates without recommendation. 

A letter was read from Dr. G. S. T. Peeples, State 
Health Officer, regarding sterilization of the mentally 
incompetent and regarding the radiation hygiene act. 
These were approved in principle and likewise re- 
ferred to the House of Delegates for their action. 

Dr. D. L. Smith, President, announced that a 
Committee had been formed to report on the ad- 
visability and need for a liaison committee between 
the South Carolina Medical Association and the Medi- 
cal College of South Carolina, and was to present its 
report to the House of Delegates. 

There was no further business and the meeting 
adjourned at 7 p. m. 

Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 


MINUTES OF COUNCIL MEETING 
MYRTLE BEACH, §&. C. 
MAY 14, 1958 


A second meeting of Council was held at 9 a.m. 
on the morning of May 14th at the Ocean Forest 
Hotel, Myrtle Beach, S: C. The meeting was called to 
order by the Chairman, Dr. J. P. Cain. Members 
present were Drs. Scurry, Burnside, Weston, Fleming, 
Brewer, B. Smith, Wyatt, Gressette, Waring, Johnson, 
Wilkerson, Eaddy, D. L. Smith, Prioleau and Mr. 
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M. L. Meadors. 

The minutes of the meeting of May 13th in rough 
were presented by the Secretary and were reviewed. 

Mrs. B. Workman, President of the Medical Auxil- 
ary, Mrs. George Orvin, President-Elect of the South 
Carolina Medical Auxiliary, Mrs. Hubbard, Chairman 
f the National Civilian Defense Council of Ten- 
essee, and Mrs. Wilkins, Treasurer of the South 
Carolina Medical Auxiliary, presented their reports 
which were received and commended by Council. 

The Chairman of Council then announced that it 
was his suggestion that the following resolution be 
introduced at the meeting of the House of Delegates: 

WHEREAS, The American Medical Association, 
American Dental Association, American Hospital 
Association and American Nursing Home Association, 
cooperating in the effort to meet the challenge pre- 
sented by the increasing number of older people in 
the United States, have established a joint council to 
improve the health care of the aged; and 

WHEREAS, The stated objectives of the Joint 
Council are: (1) To identify and analyze the health 
needs of the aged; (2) To appraise available health 
resources for the aged; and (3) To develop programs 
to foster the best possible health care for the aged 
regardless of their economic status.” 

Now, therefore, 

Be it resolved by the House of Delegates of the 
South Carolina Medical Association, that the National 
Congress be urged to refrain from the passage of laws 
which would hamper the efforts of the Joint Council 
by making the aged of our population more dependent 
upon the Federal Government, so that these great 
national health organizations may have reasonable 
time to work out the solution of the problems in the 
traditional American way; 

That a copy of this Resolution be forwarded to our 
two Senators and to the Representative of each of the 
six Congressional Districts of the State, requesting 
them to use their best efforts to implement the pur- 
pose expressed herein. 

Council then approved the introduction of this 
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resolution as new business to the House of Delegates. 
There was no further business and Council ad- 
journed at 9:25 a. m. 
Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 


MINUTES OF COUNCIL MEETING 
MYRTLE BEACH, &. C. 
MAY 15, 1958 

Council reconvened on May 15, 1958 at the Ocean 
Forest Hotel at 8:30 a. m. Members present included 
Drs. Burnside, D. L. Smith, Wyatt, B. Smith, Craw- 
ford, Eaddy, Cain, Wilson, Fleming, Gressette and 
Mr. M. L. Meadors. 

The meeting was called to order by the Chairman, 
Dr. J. P. Cain. 

As the first order of business Dr. J. P. Cain was 
re-elected Chairman of Council, Dr. Charles N. 
Wyatt as Vice-Chairman and Dr. A. C. Bozard as 
Clerk. 

Dr. C. N. Wyatt, Chairman of the Committee on 
Civilian Defense, suggested that the smaller hospitals 
be required to have plans for their part in general 
catastrophies, and that such plans be made a require- 
ment for licensing. After some discussion Council 
passed a motion to the effect that Dr. Wyatt be given 
power to act in this regard. 

The House of Delegates had already decided on 
Columbia as the place of the next meeting, and 
Council designated the second week in May for the 
time of the next annual meeting, to be held at the 
Columbia Hotel, and designated a committee of the 
President, the Executive Secretary, and the Councilor 
from the Second District to make the necessary 
arrangements. 

There was no further business and Council then 
adjourned, to reconvene in the fall at the call of the 
Chairman. 

Respectfully submitted, 
Robert Wilson, M. D. 
Secretary 
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William Weston, Jr., M. D., President Elect 


Dr. Weston was born at Columbia, S. C., on 
August 25, 1898. He attended elementary 
school at Columbia, and finished Episcopal 
High School, Class of 1916. He is a graduate 
of the University of South Carolina, Class of 
1919 (B. A. degree), a graduate of the Univer- 
sity of Virginia Medical School 1923, and was 
intern at Johns Hopkins Hospital 1923-1925, 
and chief resident physician at Children’s Hos- 
pital of Philadelphia 1925-1926. He is licensed 
by University of the State of New York to prac- 
tice Medicine and Surgery. He was 1927 ( Ex- 
tern) Babies Hospital 1926-1927 and Nursery 
and Child’s Hospital 1927 and on the Faculty 
Southern Pediatric Seminar 1940. 

He became associated with his father, 
William Weston, M. D., in the practice of 
pediatrics in Columbia, in April 1928. 

Dr. Weston is a member of the Columbia 
Medical Society, South Carolina Medical 
Association, American Medical Association, 
Fellow in the American Academy of Pediatrics, 
Member of Southeastern Allergy Association, 
and Southern Medical Association. He was 
Program Chairman of Columbia Medical So- 
ciety for 13 years, and is now Co-Chairman. 
He was President of Columbia Medical So- 
ciety in 1951. He is now District IV Chairman 


of American Academy of Pediatrics and has 
held this office since 1954. He has been a 
Delegate to the American Medical Association 
from S. C. Medical Association since 1951. 
Chairman of Section on Pediatrics, A. M. A 
1955. He is Pediatric Consultant of South 
Carolina State Hospital, Pineland Division 
and is Pediatric Consultant of South Carolina 
State Board of Health, Rheumatic Fever 
Clinic. 

Married Henrietta Nelson on October 22, 
1932. Has two sons and one daughter. The 
sons, William Weston,III and Shannon Nelson 
Weston, are both graduates of the University 
of South Carolina. William Weston, III is now 
in Medical School at Duke University and Nel- 
son will enter the Medical College of South 
Carolina at Charleston this fall. The daughter, 
Henrietta McWillie Weston, is a student at 
St. Mary’s Junior College, Raleigh, North 
Carolina. 

In addition to taking an active part in the 
organizations of his profession, Dr. Weston is 
interested in the religious, civic, and cultural 
life of his city and state. He is a member of 
Trinity Episcopal Church where he has served 
as vestryman. He is a member of Rotary Club. 
He served as a member of Columbia Housing 
Authority and later as Chairman for a number 
of years. He is a member of Forest Lake 
Country Club. He has served on the Advisory 
Board of the Crippled Children Society of 
S. C. for several years. 

Dr. Weston is the second member of his 
family to achieve election to the presidency 
of the Association, and enjoys the distinction 
of being the only president who has been 
elected to office during the lifetime of his 
parental predecessor in the same office. 








Dr. William Weston 
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Dr. William Weston, father of Dr. Weston, 
Jr., lives in Columbia, and is well known and 
loved by the many members of the Association 
with whom he has worked in the past, and is 
a man who has enjoyed many distinctions in 
his career. Among the many offices he has held, 
he too was Delegate to the American Medical 
Association for many years, and he was presi- 
dent of our Association in 1914. 

The mutual reflection of achievement is out- 
standing in the father and son. 





Dr. Henry C. Robertson, Jr.. New Vice 
President. 


Dr. Robertson was born in Charleston, was 
educated in the city schools, at the University 
of the South, Sewanee, Tenn., graduating in 
1931, and graduated from the Medical College 
of S. C. in 1935. He served an internship at the 
Orange Memorial Hospital, Orange, N. J. and 
thereafter was medical resident in Roper Hos- 
pital. He was in the general practice of medi- 
cine in Charleston from 1937 to 1942, when he 
entered the army and remained in service for 
the next 4 years, most of the time being spent 
in the 8th Infantry Division. From 1946 to the 
present, Dr. Robertson has been in the practice 
of internal medicine in Charleston. 

He is married, has 3 children and lives at 5 
Ladson Street. He is interested in growing 
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camellias, in music, and in fishing, as hobbies. 
He holds a position on the faculty of the Medi- 
cal College, being assistant professor of medi- 
cine, and is director of the health program of 
the School of Nursing of The Medical College. 
He was formerly senior warden of St. Philip’s 
Episcopal Church, and at present is a member 
of the Boards of Directors of the Charleston 
Rotary Club, The American Red Cross, 
(Charleston Chapter ), The Crippled Children 
Society, and is a member of the Advisory 
Board of The Salvation Army. He is a member 
of the Board of Commissioners of Roper Hos- 
pital, Charleston. 


SOUTH CAROLINA MEDICAL 
ASSOCIATION COMMITTEES, 1958-59 
1. Committee on Scientific Program 

Dr. O. B. Mayer, Chairman 
1220 Pickens St., Columbia 
Dr. William Weston, Jr. 
1310 Adger Rd., Columbia 
Dr. George Bunch 

1512 Marion St., Columbia 
Dr. Edmond R. Taylor 
1515 Bull St., Columbia 
Dr. E. R. Barber 

Lancaster 

Dr. R. W. Hanckel 

96-A Bull St., Charleston 
Ex Officio: 

Dr. Robert Wilson 

Charleston 

Dr. R. L. Crawford 

Lancaster 
. Committee on Public Health 

Dr. Thomas R. Gaines, Chairman 
126 E. Earl St., Anderson 

Dr. John Buchanan 

Winnsboro 

Dr. O. B. Mayer 

1220 Pickens St., Columbia 

Dr. J. C. Harris 

Lancaster 

Dr. Halsted M. Stone 

Chester 


3. Memorial Committee 
Dr. Martin M. Teague, Chairman 
501 S. Harper St., Laurens 
Dr. Thomas G. Goldsmith 
200 E. North St., Greenville 
Dr. J. Howard Stokes 
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. Committee on Liaison with 


161 W. Cheves St., Florence 
Committee on Cancer 

Dr. H. R. Pratt-Thomas, Chairman 
16 Lucas St., Charleston 

Dr. Thomas A. Pitts 

Baptist Hospital, Columbia 

Dr. Alton G. Brown 

Clinic Bldg., Rock Hill 

Dr. James R. Young 

126 E. Earl St., Anderson 

Dr. Percy D. Hay, Jr. 

McLeod Infirmary, Florence 

Dr. Sam H. Fisher 

Greenville General Hosp., Greenville 


. Committee on Legislation & Public Policy 


Dr. Frank C. Owens 
1319 Laurel St., Columbia 
Dr. Joseph I. Converse 
413 N. Main St., Greenville 
Dr. George W. Price 
120 Hall St., Spartanburg 
Dr. Alton G. Brown 
Clinic Bldg., Rock Hill 
Dr. Henry C. Robertson, Jr. 
165 Rutledge Ave., Charleston 
Dr. George H. Orvin 
149 Wentworth St., Charleston 
Ex Officio: Mr. M. L. Meadors 
309 W. Evans St., Florence 
Committee on Welfare & Rehabilitation 
Dr. Angus Hinson 
Rock Hill 
Dr. John A. Siegling 
Charleston 
Dr. John K. Webb 
12 S. Calhoun St., Greenville 
Dr. Roderick Macdonald 
Rock Hill 
Dr. Ben N. Miller 
1433 Gregg St., Columbia 
Allied Pro- 
fessions 
Dr. William R. LaRoche, Jr., Chairman 
307 De Kalb St., Camden 
Dr. James L. King 
1319 Laurel St., Columbia 
Dr. Douglas Jennings, Jr. 
132 Marlboro St., Bennettsville 
Dr. Harold E. Jervey, Jr. 
1806 Hampton St., Columbia 
Dr. Charles R. May 


9. 


10. 


13. 


210 Market St., Bennettsville 
Ex Officio: Mr. M. L. Meadors 
309 W. Evans St., Florence 


. Committee on Care of the Patient 


Dr. Joseph H. Cutchins, Chairman 
10014 Pendleton St., Easley 
Dr. Weston C. Cook 
1730 Hampton St., Columbia 
Dr. J. C. Harris 
W. Gay St., Lancaster 
Advisory Council to Woman’s Auxiliary 
Dr. Francis G. Cain, Chairman 
Charleston 
Dr. Thomas R. Gaines 
126 E. Ear] St., Anderson 
Dr. J. Dechard Guess 
200 E. North St., Greenville 
Dr. D. Strother Pope 
1417 Hampton St., Columbia 
Ex Officio: Mr. M. L. Meadors 
309 W. Evans St., Florence 
Committee on Medical Education Founda- 
tion 
Dr. J. Howard Stokes, Chairman 
161 W. Cheves St., Florence 
Dr. Keitt Smith 
1 Medical Court, Greenville 
Dr. Kirby D. Shealy 
1419 Blanding St., Columbia 
Dr. John A. Siegling 
70 Ashley Ave., Charleston 


. Committee on Medical & Hospital Insur- 


ance Contracts 

Dr. Richard W. Hanckel, Chairman 
96-A Bull St., Charleston 

Dr. Clay Evatt 

Charleston 

Dr. F. C. Owens 

1319 Laurel St., Columbia 


. Committee on Rural Health 


Dr. Keith F. Sanders, Chairman 
Kingstree 

Dr. John C. Buchanan, Jr. 

206 S. Congress St., Winnsboro 

Dr. Harold S. Gilmore 

Nichols 

Dr. Franklin L. Geiger 

Wade Hampton Office Bldg., Columbia 
Dr. Charles M. Graham 

Clio 


Committee on Historical Medicine 
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Dr. J. I. Waring, Chairman 
82 Rutledge Ave., Charleston 
Dr. Chapman Milling 
1512 Marion St., Columbia 
Dr. R. M. Pollitzer 
211 E. Coffee St., Greenville 
Dr. Heyward Gibbs 
1417 Hampton St., Columbia 

14. Committee on Civil Defense 
Dr. Charles N. Wyatt, Chairman 
301 E. Coffee St., Greenville 
Dr. R. Y. Wescoat 
308 S. Main St., Lancaster 
Dr. Bachman S. Smith, Jr. 

77 Rutledge Ave., Charleston 
Dr. William C. Herbert, Jr. 
109 Catawba St., Spartanburg 

15. Committee on Industrial Medicine 
Dr. John M. Perry, Jr., Chairman 
Sonoco Products Co., Hartsville 
Dr. H. Leon Poole 
324 St. John St., Spartanburg 
Dr. James L. Hughes 
113 S. Main St., Greer 

16. Committee on Coroners-Medical Ex- 
aminers 
Dr. H. R. Pratt-Thomas, Chairman 
16 Lucas St., Charleston 
Dr. D. Strother Pope 
Columbia 
Dr. R. F. Zeigler 
305 W. Palmetto St., Florence 
Dr. Robert Solomon 
Moncks Corner 
Dr. Wm. Hunter 
Clemson 

17. Committee on Certification of 
Psychologists 
Dr. Joe Freed, Chairman 
Columbia 

Dr. John M. Brewer 

Kershaw 

Dr. F. C. Owens 

1319 Laurel St., Columbia 


18. Medical Advisory Committee to the Crip- 
pled Children Society of South Carolina, 


Inc. 

Sam G. Lowe, Jr., Rock Hill 
John Bell, Greenwood 

T. G. Goldsmith, Greenville 
T. R. Gaines, Anderson 
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19. 


Philip McNair, Aiken 
Joseph I. Waring, Charleston 
John Arthur Siegling, Charleston 
William Weston, Jr., Columbia 
Charles Hanna, Spartanburg 
James T. Green, Columbia 
George Dean Johnson, Spartanburg 
Fred E. Kredel, Charleston 
Harry W. Mims, Charleston 
Julian P. Price, Florence 
C. Guy Castles, Columbia 
Co-Chairmen: 
Joseph I. Waring, Charleston 
William Weston, Jr., Columbia 
Ex-Officio: 
R. L. Crawford, Lancaster 
President, S. C. Medical Association 
Committee on Maternal Health 
Dr. L. L. Hester, Chairman 
Charleston 
Dr. Horace M. Whitworth 
Greenville 
Dr. Hilla Sheriff 
Columbia 
Dr. Richard Johnston 
St. George 
Dr. W. M. Bryan 
Columbia 
Dr. Herbert Black 
Columbia 
Dr. J. P. Horton, Jr. 
Lancaster 
Dr. Joe Smith 
Lancaster 


. Committee on Infant and Child Health 


Dr. Walter M. Hart, Chairman 
Florence 

Dr. Ethel Madden 
Columbia 

Dr. J. I. Waring 
Charleston 

Dr. Swift Black 
Dillon 

Dr. Fred Adams 
Spartanburg 

Dr. Joseph D. Thomas 
Denmark 

Dr. Herbert Black 
Columbia 

Dr. W. A. Hart 
Columbia 
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PREPARATION OF SERVICE REPORTS 

Reasonable care, legibility, and thoughtfulness in 
preparing service reports pay off—frequently in dollars 
and always in expediting handling and avoidance of 
unnecessary correspondence. Only those facts stated 
in the report are known to the clerk who handles the 
claim. If the facts are clearly stated, correctly coded, 
and if the physician’s usual charge for the type of 
service performed is inserted, it is frequently a simple 
matter to determine the fee allowance. Carelessness 
in any one of these particulars frequently results in 
the report having to be sent to the medical director 
to decipher the extent of the service, to reconcile the 
service with the stated diagnosis, to reconcile the 
service with the stated charge, to reconcile the service 
with the reported code number, or to determine the 
appropriate code number. Not infrequently, even his 
medical background and experience do not make it 
possible for him to make the reconciliation or to fill 
in the gaps in the information. 

It has been frequently asked, why do you wish to 
know the physician’s usual fee. That is his personal 
business, and certainly it is no one else’s. Right you 
are to a degree. However, there is usually no guilt 
sense involved in stating it. One of my _ personal 
friends, when I suggested that the fee stated on his 
Blue Shield report seemed much greater than his 
usual actual fees, laughed and said that he wanted to 
look like a “big shot” to us in the Blue Shield office, 
and so he blew up his stated fees. 

The statement of your usual charges for the service 
rendered serves both a general and a personal purpose. 
It enables the Plan to keep track of the usual charges 
for many frequent operations performed. That in turn 
helps the Plan’s study of the adequacies and in- 
adequacies of the fee schedule, and it helps to gauge 
the general satisfaction or dissatisfaction of the doc- 
tors with the fees provided. 

As to its more personal benefits: if there is great 
disagreement between the allowed fee and the stated 
charges, there is an inherent suggestion that the services 
rendered have not been fully reported or that unusual 
difficulties have been met with and have not been 
reported. In either instance, the doctor is likely to be 
sent a letter calling to his attention the disparity be- 
tween the fee allowance and his charges and asking 
for a more complete report. Such a report receives 
individual consideration and often results in a larger 
fee award than would have been the case otherwise. 
On the other hand, the Plan undertakes to pay only 
up to the amount provided in the fee schedule. If the 
case is so minor, that the doctor does not charge as 
much as the schedule allows, the Plan pays him only 
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the amount of his charge. This is right and proper, 
and I am sure that no right-thinking doctor would 
care to take advantage of the Plan by allowing it to 
pay him more than he would have charged his pa- 
tient. 

A year’s experience with our relative value schedule 
has shown that most operations done can be coded 
from the book. Occasonally, a new procedure or a 
procedure similar to one coded but not identical with 
it is reported. Rarely a new code number is inserted 
in the master book in the Plan’s office, more as a 
memorandum of what relative value has been set than 
as a guide to the coding of a future report. 

There are a few procedures, coded and assigned a 
relative value, which are not covered in the standard 
Blue Shield contract. The fact that they are in the 
book of relative values is no indication that they are 
covered procedures. The only guide to coverage is 
the subscription agreement, or contract. When in 
doubt as to whether or not a procedure is covered by 
the contract, the contract should be consulted rather 
than the so-called fee schedule. 

Many doctors are missing a marvelous opportunity 
for service to their Blue Shield patients in that they 
are advising elective operations a few weeks or months 
before the expiration of a required waiting period. To 
do an elective operation for a condition which, be- 
cause of its pathological nature, must have been pres- 
ent on the effective day of the contract, is not only 
embarrassing to the doctor, but it is costly to the 
patient and puts everyone concerned in a bad humor. 
The contract is quite clear regarding waiting periods. 
It is not necessary for the patient or one of his family 
or for the physician to know that the condition was 
present on the effective date of the contract. If a 
physician—and that includes the medical director of 
the Plan—can be reasonably certain that the condition 
must have been present on the effective date, the 
waiting period applies. No one has to know exactly 
when the condition began. Gall stones do not develop 
in a day. Fibroid tumors large enough to require or 
indicate hysterectomy do not become so in a matter of 
weeks. Maternal birth injuries go back at least to the 
last labor. Intestinal obstruction caused by adhesions 
is a complication of the adhesions and the date of the 
beginning of the adhesions can usually be determined 
by a study of the past history. Cancer with distant 
metastases is not an acutely arising condition, and its 
presence must be counted in months instead of days 
in most cases. 

Doctors can be of great assistance to the Plan in 
explaining these things to their patients before they 
operate. After the operation is done, it is only human 
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nature to try to conserve the patient’s insurable inter- 
est and to avoid embarrassing explanations. If explana- 
tion is made before the operation, the only embarrass- 
ment which may be encountered is an occasional re- 
quest that the doctor make himself a party to fraud 
by incorrectly reporting the case. 

J. Decherd Guess 

Medical Director 





NEWS 





DR. J. C. HEDDEN ELECTED HEAD OF 
TRUDEAU SOCIETY 

Dr. J. C. Hedden of Spartanburg was elected presi- 
dent of the South Carolina Trudeau Society, medical 
section of the South Carolina Tuberculosis Association, 
as the group met at the Hotel Columbia as part of the 
larger organization’s annual meeting in April. 

Dr. Robert Black of Bamberg was elected vice presi- 
dent; and Dr. Henry Bayon of Columbia, secretary- 
treasurer. 


Two Greenville doctors spoke at a meeting of the 
Greenville County Medical Society in May. 

Dr. Harold Jackson, a pediatrician, spoke on “Duo- 
denal Ulcer in Children” and Dr. Raymond Ramage, 
who practices thoracic and general surgery spoke on 
“Pneumonectomy in Advanced Bronchogenic Car- 
cinoma.” 


Drs. Anderson, Anderson and Gowan, have moved 
from Pendleton Street Medical Court to Vardry Medi- 
cal Court, Greenville where they are now occupying 
their new building, which is number 6. Once the 
home of a Greenville family, the new medical court 
has attracted much attention. 


Frederick E. Nigels, M. D. announces that his prac- 
tice hereafter will be limited to cardiology and vascu- 
lar disease. 51-C Montague Street, Charleston. 


MEDICAL COLLEGE GRADUATION 
IN JUNE 

Top graduate in the medical school was Nicholas G. 

Forlidas, Jr., and second was Walter J. Roberts, Jr. 
MEDICAL DEGREES 

Those receiving M. D. degrees were: 

Wallace Rodney Mullins, John Sughrue, Jr. and 
Andrew Gibson Denham, all of Charleston; Marshall 
Livingston Shearer, Jr. of North Charleston, Robert 
Gardiner Bradbury, Willie Lee Davis and James Car- 
lisle Hewitt all of Orangeburg; Melvin DuBose Med- 
lock, Robert Nicholson Milling, Walter James Roberts, 
Jr., Thurmond Otto Walker, Edwin Robertson Wor- 
rell, Frank James Wyman, Jr., Eugene Middleton 
Baker, Jr. and George Lynn Derrick, all of Columbia. 

William Carey Miller, Jr., Ollie Macon Smithwick, 
Jr., James Luther Stewart, Jr., Eugene Cary Cox and 
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William Harold Hill, all of Greenville; Theodore 
Branch Rheney and Charles Mansfield Webb, both of 
Spartanburg; Kenneth Jackson Parham and Lawrence 
Hampton Craig, both of Anderson; Charles Maynard 
Waters, Jr. and John Furman Finklea, both of Flor- 
ence. 

Samuel Perry Davis and Patrick Harley Dennis, 
both of Sumter; Robert Lee Sawyer and Fletcher Carl 
Derrick, Jr., both of Johnston; William David Clarkson 
and Franklin Drucker, both of Kingstree; James Mon- 
roe Hilton of Kershaw, Edith Hutto of Ridgeway, 
Marvin Kirsh of Clober, Fred Marion Lambert of 
Lancaster, Rhett Barnwell Myers of Moncks Corner. 

Charles Edwin Powe of Hartsville, Samuel Jerome 
Segal of Rock Hill, Robert Lancaster Worrell of Bates- 
berg, James Raynor Barham, Jr. of Marion, George 
Wesley Campbell of Edgefield, Waddy William Chap- 
man, Jr. of Inman, Robert Edward Davis, Jr. of Cam- 
den, Francis Marion Dwight of Wedgefield, Carolyn 
Edwards of Latta, Dexter Mobley Evans, Jr. of Lake 
City, Rudolph Farmer, Jr. of State Park, John Spear- 
man Floyd, III of Silverstreet, Nicholas George For- 
lidas, Jr. of Clemson, Billy Wilton Fortner of Pick- 
ens, Ralph Samuel Gruenberg of Timmonsville and 
Grady Hinson Hendrix of Health Springs. 


DEC. 5 GRADUATES 

Albert Peter Cernugel and Ralph Dudley Comer, 
both of Charleston; Archibald McLeish Martin and 
George McGregor Whitaker, both of Columbia; Saied 
Ameen of Great Falls, Callis Jensen Anderson of Harts- 
ville, J. M. Bennett, Jr. of Ruffin, Danny Reese Black- 
well of Kershaw, Maynard William Bland of Gaffney, 
Allan Preston Bruner, III of Fort Motte. 

Lawrence Sidney Connor of Bowman, Clyde Francis 
Deal of Greenwood, Jack Thomas Fakoury of Myrtle 
Beach, William Justin Floyd of Anderson, Ira Boyce 
Horton, Jr., of Bethune, Lewis Earle Jones, Jr. of 
Ware Shoals, Robert Ernest McDowell of Newberry, 
Norman Selby Richardson, Jr. of Darlington, William 
Mallory Shirley of Belton, David Kershaw Stokes, Jr. 
of Camden, Carl Henry Strom of McCormick. 


Dr. Harwood Beebe, Jr. has moved his office to 
203 Pine Street, Spartanburg. 


Dr. Bernard E. Ferrara has moved his office to The 
Medical Arts Building, 65 Gadsden St., Charleston. 


Dr. Robert Wilson, Charleston, has been elected 
president of the Poetry Society of South Carolina. 


MR. LORANZ TO RECEIVE HONORARY 
DEGREE 

The Southern Medical Association is pleased to 
announce to his many friends that Mr. C. P. Loranz 
received an Honorary Degree of Doctor of Science 
(D. Sc.) from Erskine College in Due West, South 
Carolina. 

The degree was conferred during the 116th com- 
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mencement held in Memorial Hall on the campus on 
June 2, 1958. 

Erskine College, founded in 1839, is a co-educa- 
tional college and seminary of the Associate Reformed 
Presbyterian Church. In conferring this degree, the 
College is recognizing Mr. Loranz’ contributions to 
medical progress through his services to the Southern 
Medical 
significance since he is an active Presbyterian, having 


Association. This recognition has added 


been a church officer for more than fifty years and is 
now the Senior Elder in his church in Birmingham. 

Mr. Loranz began his career with the Association 
in 1912 in the capacity of Business Manager. In 1921 
he was elected Secretary, Treasurer and General 
Manager with the title of Secretary-Manager. Since 
1954, he has served in an active advisory and profes- 
sional relations capacity and is now in his forty-sixth 
year of service. 

Thus, as Erskine College honors this senior layman 
of medical society administrators, it is honoring by 
indirection the Southern Medical Association and the 
physicians of the South in whose behalf -this dis- 
tinguished career has been pursued. 





DEATHS 








DR. ROBERT L. RALSTON 


Dr. Robert Linton Ralston, 38, of 105 Eastwood 
Circle, Spartanburg, died unexpectedly April 26. 

A native of Middlesboro, Ky., Dr. Ralston had been 
in Spartanburg for the last six years. 

Dr. Ralston was a graduate of the Mt. St. Mary’s 
College of Emmitsburg, Ind., and Georgetown Univer- 
sity Medical School of Washington, D. C. He did post 
graduate work at Tulane University at New Orleans, 
La. 


DR. OLIN SAWYER 

Dr. Olin Sawyer, 85, retired physician and surgeon 
of Georgetown, died June 6 at Georgetown County 
Memorial Hospital after an illness of some months. 

Dr. Sawyer was born January 1, 1873, in Edgefield 
County near Johnston. 

He was graduated from Johnston High School, and 
underwent his pre-medical training at the University 
of South Carolina. He graduated from the Medical 
College of South Carolina in 1901, and began his prac- 
tice in Georgetown immediately afterwards. 

For 36 years he was chief surgeon for the old 
Atlantic Coast Lumber Corp. at Georgetown, until the 
company closed in the early 1930s. 

Dr. Sawyer entered the field of politics in 1908, 
when he served a term as a member of the House o 


a 


Representatives. He also served as a member in 
1923-26, 1929-30, and 1934-40. He was elected to 
the Senate in 1941, and served until he retired in 
1948, due to the ill health of his wife. 

He also served as an alderman of the City of 


Georgetown, and was mayor of the city from 1916 to 
1920. 

During World War I Dr. Sawyer served as county 
chairman of the American Red Cross. 

He also served as a presidential elector in 1904, 
and had been chairman of the County Democratic 
Executive committee, chairman of the city Board of 
Health, and a delegate to the National Democratic 
Convention in Philadelphia in 1936. He also had 
served as a surgeon in the S. C. V. Cavalry, with the 
rank of major. 


DR. P. H. KENNEDY 

Dr. Patrick Henry Kennedy died May 31. He was 
73. 

Dr. Kennedy was a native of Charleston. He at- 
tended the Medical College of South Carolina and 
graduated from the Creighton University School of 
Medicine in Omaha, Neb. He practiced for six years 
in Macon, Ga., after post graduate work in the School 
of Surgeons and Physicians in New York City. 

After several years of practice in Florida, Dr. Ken- 
nedy attended Mercer University at Macon and 
earned a degree in law. He practiced law in Georgia 
and in Charleston. 

Dr. Kennedy entered politics in this state in the 
1920s, and was elected to the House of Representa- 
tives, where he served one term. He was also a candi- 
date for Congress from the First District, opposing the 
late U. S. Rep. Tom McMillan. 








ANNOUNCEMENTS 





MEETING AT WRIGHTSVILLE BEACH 

The New Hanover County Medical Society will hold 
its twelfth annual Medical Symposium at Wrightsville 
Beach on Friday, August Ist. 

Speakers and their subjects will be: 

The Significance of Hematuria by Kenneth Lynch, 

Jr., M. D., Professor of Urology, Medical College of 

South Carolina. 

Office Gynecology by Edmund R. Novak, M. D., 

Assistant Professor Gynecology, Johns Hopkins Hos- 

pital. 

The Emergency Treatment of Fractures by Milton 

J. Hoover, M. D., Professor of Orthopedic Surgery, 

Medical College of Virginia. 

The Management of Infant Diarrhea by Robert E. 

Cooke, M. D., Pediatrician in Chief, Johns Hopkins 

Hospital. 

Uses and Abuses of Antibiotics by Ivan L. Bennett, 

Jr., M. D., Professor of Medicine, Johns Hopkins 

University and Head of the Biological Division, 

Johns Hopkins Hospital. 

This symposium is approved by the American Acad- 
emy of General Practice for postgraduate training 
credit. There is no registration fee. 

There will be a Ladies’ Dutch Luncheon at 1:00 
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P. M., and a social hour and dinner for doctors and 
their wives at Lumina Ballroom in the evening. 

A number of hotels and cottages at Wrightsville 
Beach will accept reservations for this meeting, but 
reservations should be made as early as possible. 


POSTGRADUATE 
OBSTETRIC-PEDIATRIC SEMINAR 


September 8, 9, 10, 1958 
Daytona Beach, Florida 


TENTATIVE PROGRAM 


Monday, September 8 
Pediatric Day 
9:00 A. M. 
Surgical Management of Anomalies of Newborn 
Pediatric Surgeon 
Speaker to be Announced 
Current Use of Antibiotics in Relation to Resistant 
Organisms 
Dr. Edith Potter 
or 
Dr. Ralph Platou 
Tulane University 
Nutrition of the Newborn 
Dr. James Hughes 
University of Tennessee 
Newborn Feeding Schedule 
Dr. Walter Sackett 
Miami, Florida 
Round Table Discussion 
(Including all Speakers ) 
Tuesday, September 9 
9:00 A. M. 
Management of Heart Disease in Pregnancy 
Dr. W. Proctor Harvey (Tentative ) 
Georgetown University 
Papanicolaou Smears and Cancer in Pregnancy 
Dr. Herbert Schmidt 
Northwestern University 
Tuberculosis and Chronic Disease Related to Preg- 
nancy and Therapeutic Abortion 
Dr. Gordon Douglas 
Cornell University 
Afternoon 
Recreation: Golf, Fishing, Swimming 
8:00 P. M. 
Round Table Discussion 
(Including all Speakers ) 
Wednesday, September 10 
9:00 A. M. 
Management of the Minor Complaints of Pregnancy 
Dr. Mary Elizabeth Johnston 
A. A. G. P. 
Tazewell, Virginia 
Nutrition and Weight Gain in Pregnancy 
Dr. John B. Youmans 
Vanderbilt University 
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Emotional Problems of Mother and Infant 
Speaker to be Announced 

The Commission on Education, American Academy 
General Practice has approved the OB-Ped Seminar 
for 15 hours of Category I for credit. 

Sponsors: The Maternal and Child Health Divi- 
sions of the Florida, Georgia, Alabama, and South 
Carolina Departments of Health and also the Maternal 
Welfare Committees of these States. 


Dr. Leon Banov, Jr. of Charleston presented a 
scientific exhibit, “Nitrofurazone in Anorectal Wound 
Healing”, in San Francisco at the June meeting of 
the American Medical Association. The exhibit is 
based on a study of the healing of postoperative ano- 
rectal wounds and is documented by serial color 
photographs. This investigational project was carried 
out under the auspices of the Department of Surgery, 
Medical College of South Carolina. 


WHAT ARE WE DOING IN 
NUTRITION EDUCATION IN 
SOUTH CAROLINA? 


1. Some South Carolina colleges offer Nutrition 
Courses for Home Economics students, but no 
courses are specifically provided for students other 
than Home Economics majors. 

. One state supported college offers courses in Plant 
and Animal Nutrition, but no courses in Human 
Nutrition. 

3. No courses in Nutrition are offered in South Caro- 
lina colleges for teachers or potential elementary 
teachers. 

4. No courses in Nutrition are offered in South 
Carolina colleges for parents or potential parents 


to 


(other than Home Economics majors ). 

5. No college in South Carolina, private or tax sup- 
ported, offers post graduate courses in Nutrition. 
(Source of information—College Catalogues. ) 

6. No Hospital in South Carolina provides a Dietetic 
Internship. 


COUNTY MEDICAL SOCIETY OFFICERS 
SOUTH CAROLINA MEDICAL 
ASSOCIATION 
FIRST DISTRICT 

BEAUFORT-JASPER 


| Eee ee W. A. Black, Beaufort 
Vice-President _....------- Sol Neidich, Beaufort 
Pe S. F. Morse, Beaufort 
BERKELEY 
a S. O. Schumann, St. Stephan 
Vice-President _...._-- T. B. Harper, St. Stephan 
Secy.-Treas. _._._.. R. S. Solomon, Monck’s Corner 
COLLETON 
President 
Vice-President _. W. Marshall Bennett, Walterboro 
ey a eee C. B. Woods, Walterboro 
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CHARLESTON 


President _____- George G. Durst, Sullivan’s Island 
Vice-President _______-_ H. Rawling Pratt-Thomas, 
16 Lucas St., Charleston 
a R. Maxwell Anderson, 
65 Gadsden St., Charleston 
DORCHESTER 
0 ae J. G. Appleby, St. George 
Vice-President __._____-_ W. R. Wyly, Summerville 
Secy.-Treas. _.....__.... A. R. Johnston, St. George 
SECOND DISTRICT 
AIKEN 
OO Cecil R. Bradford, Aiken 
Vice-President _........__- F. P. Shepard, Aiken 
ee H. A. Langston, Jr., Aiken 
COLUMBIA 
President __ William S. Hall, S. C. State Hospital, 
Columbia 
Vice-President - John R. Harvin, 1444 Barnwell St., 
Columbia 
Secretary -....-- R. F. Haines, 707 Pavillion Ave., 
Columbia 
Treasurer __- R. G. Latimer, 1315 State St., Cayce 
I NI ec cciastocsinnccmeteenatn Miss Dorothy Reeder, 


1906 Liberty St., Columbia 
LEXINGTON (Inactive ) 
RIDGE (Edgefield & Saluda Counties ) 


ee ees T. K. Fairey, Johnston 
Vice-President ___.._--- M. H. McLin, Batesburg 
ee R. J. Outlaw, Saluda 


THIRD DISTRICT 
ABBEVILLE 


Prosigeet................ Leland L. Poole, Abbeville 
Vice-President _._.. Andrew A. Manning, Abbeville 
Secy.-Treas. _.____ Wofford E. Baldwin, Abbeville 
GREENWOOD 
President ____- Paul B. Pritchard, Jr., Ware Shoals 
Vice-President _____- Oliver L. Thomas, Ninety-Six 
Secy.-Treas. ___._._. Wiley N. Price, Jr., Greenwood 
LAURENS 
|. Sees Seab E. A. Reeves, Laurens 
Vice-President __.__.___- James L. Walker, Clinton 
Secy.-Treas. _._._._.__._ Malcolm B. Cook, Laurens 
McCORMICK (No County Society ) 
NEWBERRY 
President ____- Benton M. Montgomery, Newberry 
Vice-President _......______-_ H. E. Pinner, Peak 
OE. a anne J. C. Sease, Newberry 
FOURTH DISTRICT 
ANDERSON 
Pete ........ H. J. Hancock, 801 N. Fant St., 
Anderson 
Vice-President _____- R. H. Hand, Prof. Building, 
Anderson 
Secretary -. William F. Lummus, 707 N. Fant St., 
Anderson 
Treasurer ____-- J. W. Jackson, 1501 N. Main St., 
Anderson 
GREENVILLE 
0 SR Lee ee Everitt B. Poole, 


S. C. National Bank Building, Greenville 
Vico-Feedidest ............-+...2~ Samuel Fisher, 
Greenville General Hospital, Greenville 
Sai aa dh ala aka Cecil White, 
302 Arlington Circle, Greenville 

ee sm RIPE Ee aS Willis S. Hood, 
107 E. North Street, Greenville 


Secretary 


Treasurer 


OCONEE 

ee R. K. Nimmons, Jr., Seneca 

Vice-President _......._-_- J. T. Davis, Walhalla 

ey i D. O. Royals, Westminister 
PICKENS 

President ~......--____ Charlotte R. Kay, Liberty 

Vice-President _........__- C. F. Higgins, Easley 

a ee E. A. Jamison, Easley 

FIFTH DISTRICT 

CHESTER 

President .............. C. W. Brice, Jr., Chester 

Vice-President .......-.-_- C. D. Leigh, Chester 

es T. Lacy Morrow, Chester 
FAIRFIELD 

ee W. S. Lyles, Winnsboro 

Vice-President _.______-___ A. C. Estes, Winnsboro 

BOGR.$ OOD, nc ccccnnnes J. D. Turner, Winnsboro 
KERSHAW 

an Herbert Schreiber, Camden 

Vice-President ______ Joseph M. Brunson, Camden 

i ee. Robt. J. Grube, Camden 
LANCASTER 

Ee Pee William McDow, Kershaw 

Vice-President _____--_- J. P. Horton, Jr., Lancaster 

Secy.- lreas. ......... Joe S. Smith, Jr., Lancaster 
YORK 

President ............. Alton G. Brown, Rock Hill 

Vice-President ____ William H. Williams, Rock Hill 

Secy.-Treas. __._. William A. Matthews, Rock Hill 

SIXTH DISTRICT 

CHESTERFIELD 

ee J. C. Thrialkill, Cheraw 

Vice-President __.____- Louis A. Johnson, Cheraw 

| a B. F. Sowell, Chesterfield 
DARLINGTON 

President ......... William W. Bowen, Hartsville 

Secy.-Treas. _.__.___-. A. P. Rosenfeld, Darlington 
DILLON 

OSS Rees Coman M. Roberts, Latta 

Vice-President ____._-- E. Bryan Micheaux, Dillon 

a ea eee Swift Black, Dillon 
FLORENCE 

ee Eddie H. Thomason, Olanta 

Vice-President _..._.. N. B. Baroody, Jr., Florence 

Secy.-Treas. _..----- Harry S. Allen, Jr., Florence 
HORRY 

President _...---- Carey T. Durant, Myrtle Beach 


Vice-President _._ Donald L. Duerk, Myrtle Beach 

Secy.-Treas. .. William S. Ragsdale, Myrtle Beach 
MARION 

DORR cin coasiuehhicginiaiaenden Elliott Finger, Marion 

Vice-President _________- C. R. Elvington, Nichols 
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Oe ee ee J. B. Berry, Marion 
UARLBORO 


ee J. C. McAlpine, Bennettsville 
Secy.-Treas. -.-_- Douglas Jennings, Bennettsville 
SEVENTH DISTRICT 
:EORGETOWN 
a ee O. D. Baxter, Georgetown 
Vice-President _____ Frances I. Doyle, Georgetown 
ey) ee nee R. L. Lumpkin, Georgetown 


SUMTER-CLARENDON (Included physicians from 
Lee County ) 


ED Pelee Nee Benton Burns, Sumter 
Vice-President __. Charles White, 392 N. Main St., 
Sumter 
Secretary . Gamewell Lemmon, 10 W. Calhoun St., 
Sumter 
Treasurer __.._- David D. Moise, 313 N. Main St., 
Sumter 
WILLIAMSBURG 
ees P. S. Watson 
Vice-President 
DO HKCU: ccnincntnunen V. L. Bauer, Hemingway 


EIGHTH DISTRICT 
ALLENDALE (Inactive ) 


BARNWELL 
nae E. R. Wallace, III, Barnwell 
Vice-President _.....___-__ A. D. Gantt, Williston 
FE a detain L. M. Mace, Barnwell 


HAMPTON (Inactive ) 
EDISTO (Bamberg, Calhoun, & Orangeburg Coun- 
ties ) 


ee ee ee D. L. Nance, Jr., North 
Secy.-Treas. __----- John B. Rembert, Orangeburg 
NINTH DISTRICT 
CHEROKEE 
a iis on inane J. C. Hall, Gaffney 
Vice-President _......--- J. H. Cathcart, Gaffney 
L. L. DuBose, Blacksburg 


“Pp. D. ATRICS 


4 
Se R 1 





VITAM 


REID LABORATO 


SPARTANBURG 
NN sh ee J. C. Josey, 
Route 2, Spartanburg 
Vice-President _....__.__- Sam D. Reid, Chesnee 
Sey: ocd Jack E. Raybourne, 
148 Overbrook Circle, Spartanburg 
i eer ee ee Porter F. Crawford, 
4 Catawba St., Spartanburg 

UNION 

Piet go cccct octane J. H. Guess, Union 
Vice-President ............- F. P. Owings, Union 
BOG HK TW: accscintictcnn P.Kent Switzer, Jr., Union 


An Analeptic Tranquilizer for senile psychoses, re- 
port of clinical and pharmacological studies of Nicozol 
with reserpine, by Proctor, R. C., Bailey, W. H., and 
Morehouse, W. G., Columbia. J. Am. Geriatrics Soc. 
6:291, April, 1958. 

Clinical and pharmacological studies demonstrated 
that Nicozol with reserpine (pentylenetetrazol 100 
mg., niacin 50 mg. and reserpine 0.25 mg.) provides 
a safe and highly effective treatment for senile psy- 
choses. This medication combines the analeptic and 
vasodilator actions of Nicozol with the tranquilizing 
effect of reserpine. With this therapy many patients 
who otherwise would have required institutional care 
were managed at home with a minimum of nursing 
attention. 

In a series of 75 cases of senile psychoses treated 
with Nicozol with reserpine, 65 (87%) showed im- 
provement. The therapy afforded relief of agitation 
and restlessness together with improved memory, be- 
havior, sociability, appearance and tidiness. Symp- 
toms of confusion, aggressiveness, hostility and dis- 
orientation were relieved. 

The only side-effect was transitory flushing of the 
skin in 2 cases. There were no convulsions in any 
case. Pharmacological studies on mice indicated that 
reserpine does not potentiate orally induced pentylene- 
tetrazol convulsive seizures. 
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Ascorbic Acid (C) 75 mg. 


TLANTA 14, GEORGIA 


Each cc. contains: 


Vitemin A pelmitote 4,500 U.S.P. Unite 
Vitamin D colciferol 1,000 U.S.P. Units 
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Kenneth M. Lynch, M. D. 
Liaison is a dirty word to him. 


Albamycin in the Treatment of Surgical Infections. 
D. B. Nunn, M. D. and E. F. Parker, M. D., Charles- 
ton. Amer. Surg. 24:361 (May 1958) 

Thirty-six cases of infection encountered in the 
General Surgical Service of the Medical Center Hos- 
pitals were treated with oral, intramuscular, or intra- 
venous novobiocin (Albamycin.) The antibiotic was 
also used prophylactically in four patients during the 
postoperative period. Clinical improvement thought to 
be definitely related to the use of Albamycin was noted 
in 26 of the patients with surgical infections. No evi- 
dence of infection occurred in the four patients in 
whom Albamycin was used prophylactically. 

Side effects were observed in six patients during the 
course of treatment. These included an urticarial or 
morbilliform skin rash, pruritus, mild diarrhea, and 
an eosinophilia greater than ten per cent. All side 
effects were easy to control and disappeared within 
two to three days after discontinuing antibictic 
therapy. 

In vitro sensitivity tests performed on organisms 
isolated from patients in this study showed Albamycin 
to be effective in vitro primarily against gram-posi- 
tive cocci. This was substantiated clinically by im- 
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William H. Prioleau, M. D. 
Liaison sounds lovely to him. 


provement in those patients with gram-positive coccal 
infections. 


Subacute Thyroiditis. Furman T. Wallace, M. D 
Richard S. Wilson, M. D. and William S. Scott, M. D 
Spartanburg. Tri-State Med. J. 5:6-7, Feb., 1958. 

Subacute thyroiditis or de Quervain’s thyroiditis is 
the rarest type of inflammation of the thyroid gland 
It occurred in one case in/a series of 248 thyroid- 
ectomies of the authors. 

The microscopic appearance is one of giant cell 
granuloma with pseudo-tubercles. Etiology is prob- 
ably a virus. It is characterized by fever and tender 
enlargement of the thyroid gland. There may be sore 
throat and pain on swallowing. The most characteristic 
thing is its long course with fever frequently lasting 
for several months. 

Cortisone and ACTH sometimes help. X-ray therapy 
sometimes is effective. Surgery may be necessary to 
rule out malignancy or to decompress the trachea if 
obstructive symptoms develop. All three of these 
means of treatment were used in the reported case. 
The course was still long with fever persisting for 
several months. Recovery was complete. 
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Controls Stress 
Relieves Distressin smooth muscle spasm 


new 
Pro-Banthine win Dartal 


— for positive relief of cholinergic spasm. —a new and safer agent for normalizing emotions. 





PRO-BANTHINE WITH DARTAL offers you a 
new, specific and reliable control of visceral 
motor disorders, especially when these dis- 
orders are induced or aggravated by psychic 
tensions or anxiety. 


* 


Pro-Banthine has won wide clinical 
acceptance as the most effective drug 
for controlling gastrointestinal hyper- 
motility and hypersecretion. 


Dartal, a new phenothiazine congener, 
offers greater safety, flexibility and 
effectiveness in stabilizing emotional 
agitation. 


Ato $-*- 34-4042 40-62-5966 39> 
‘* eres a 


The combination of each drug in fully effec- 
tive doses in Pro-Banthine with Dartal gives 
a new means of approach to the medical 
management of functional gastrointestinal 

Unsurpassed disorders mediated by the parasympathetic 
Specificity of Action nervous system. 


Specific Clinical Applications: Functional 
gastrointestinal disturbances, gastritis, py- 
lorospasm, peptic ulcer, spastic colon (irri- 
table bowel), biliary dyskinesia. 










Pete + +440 + 4 ++ 
a ; 


Dosage: One tablet three times a day. 


Availability: Aqua-colored tablets contain- 
ing 15 mg. of Pro-Banthine (brand of pro- 
pantheline bromide) and 5 mg. of Dartal 
(brand of thiopropazate dihydrochloride). 


G. D. SEARLE & co., Chicago 80, Illinois. 
Research in the Service of Medicine. 


SEARLE 
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BOOK ‘REVIEWS 





A TEXTBOOK OF CLINICAL NEUROLOGY 
Israel S. Wechsler, M. D. 1958. Philadelphia: W. B. 
Saunders, Publisher. 735 Pages. Price $11.00. 

In revising his textbook, Dr. Wechsler mentions 
the more important advances but has not permitted 
theory to clutter, and unproved methods to over- 
shadow the fundamental truth that successful diag- 
nosis and management of neurological problems are 
matters of proper evaluation of clinical findings. Here- 
in lies the virtue of his book which is generously 
illustrated and well-indexed. 

In the preface, the author attempts to justify the 
inclusion of a chapter on “The Neuroses” on the basis 
that “ .. . the practicing neurologist should be 
moderately well informed even though he may neither 
accept nor agree with the analytic point of view.” 
Had he made his justification in the belief that psy- 
chiatric disorders are probably the result of metabolic 
or neuro-chemical derangement, it would be reason- 
able. The 44 pages which he devotes to this chapter 
are filled with psychoanalytical terms and definitions, 
however, and their appearance in such a text is in- 
appropriate. 


Rates of interest are smallest on the safest invest- 










compound 


finger-itis” 


yes, any rheumatic“itis’”’ calls for 


g corticoid-salicylate 
' 


ment. The chapter on “Neuroses’ should be considered 
only as a misplaced valueless coupon in an otherwise 
well-planned, practical and valuable textbook of 
neurology. 

C. Capers Smith, M. D. 


GYNECOLOGIC AND OBSTETRIC’ PATH- 
OLOGY. Emil Novak and Edmund Novak—4th 
Edition. W. B. Saunders, Phila. 1958. Price $14.00. 

The latest edition of this long heralded classic of 
pathology is in the nature of a farewell address by a 
great scientist and scholar. Emil Novak (R. I. P.), the 
original author of what is a standard textbook for all 
pupils of obstetrics and gynecology, collaborates with 
his son, Edmund, to compile this most recent volume. 
Especially of value to the clinician are the new chap- 
ters on the changes in cervical mucus in relation to 
the various times of menstrual cycle, as well as to 
those changes encountered in pregnancy. The chapter 
on chorioepithelioma malignum is certainly voluminous 
and at the same time is undoubtedly the easiest to 
understand and the most informative treatise on the 
subject in the world today. The specialty studies and 
presentation of abnormalities and diseases of the 
placenta, together with the new edition of exfoliative 
cytopathology, are of great value to the practitioner. 
No library is complete without Novak’s Gynecologic 
and Obstetric Pathology. The illustrations are well 
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done, they arouse satisfaction, and give rise to the 
same ease of understanding that they did in the first 
edition. 


Patricia A. Carter, M. D. 


PEDIATRIC INDEX. Edwin F. Patton, M. D. 
C. V. Mosby Co., St. Louis, 1958. Price $13.50. 

This is a rather gigantic collection of material re- 
luced to relatively brief form and correlated well by 
a system of cross indexing. It is almost encyclopedic 
in scope, and includes consideration of symptoms, 
diagnosis, and treatment in brief. The last section 
covers techniques and special data. 

This is not a textbook, nor is it the quick refresher 
of knowledge such as the well known Compleat Pedi- 
atrician of Davison. It offers an immense collection of 
facts which can be readily related by virtue of their 
arrangement. It appears to be a very useful source of 
information and a help toward diagnosis and treat- 
ment for pediatrician and general practitioner alike. 
The inevitable sample fishing for facts done by the 
reviewer yielded a very satisfactory catch. 

In such sampling the reviewer encountered a few 
matters about which he might quibble. 

The author says he eschews eponyms, but he in- 
dulges in descriptions of “Andy Gump chins” and 
“Dick Tracy jaws” which might be confusing to his 
international readers. Similarly there seems to be 
overindulgence in the use of trade names where 
generic terms would also be more widely understood 
(or should!). Some we can overlook, but when 
“Anacin” achieves medical respectability it seems to 
have gone farther than it deserves. Perhaps another 
reference list to put us out of our misery and con- 
fusion in the terrific spate of drug preparations would 
be a useful addition in the next edition, which this 
book is likely to achieve. 


Rt. Wy. 


MEMOIRS OF A G. P. by Otis Marshall, M. D. 
Vantage Press, New York. Price $3.50. 

This is a rather rambling account of the life of a 
physician, starting in childhood and continuing up to 
the present later years. It mixes medical experience 
with the other activities of a busy life, and furnishes 
many reports of interesting cases seen, although they 
are in very brief form. This book which seemed to be 
more the sort of thing that one might write as a 
memoir for his family and friends rather than for the 
general reading public. 

J. I. W. 


VERTIGO AND DIZZINESS, by Dr. Bernard J. 
Alpers, Grune and Stratton, New York and London, 
1958. 

This very thorough but concise medical monograph, 
No. 15 of the Modern Medical Monograph Series pub- 
lished by Grune and Stratton, and edited by Dr. 
Ervin S. Wright, provides a volume which will be of 
interest to a large number of physicians in all medical 


Jury, 1958 


branches. The book has been written in a way which 
will direct a physician’s attention toward certain basic 
avenues of approach when confronted with the prob- 
lem of vertigo and dizziness. Discussion of the symp- 
tom and ways in which to properly recognize it is well 
presented as well as very clearly written sections on 
the anatomical and physiological mechanisms re- 
sponsible for it. In the author’s own words, he has 
attempted in this volume to present an approach to 
the vertigo problem by enabling the reader to 
systematically develop his investigation of the patient 
by, in the initial stages of his examination, “determin- 
ing that true vertigo is present, followed by the 
visualization, as clearly as is possible, of the mechan- 
isms underlying it.” 

Vertigo and dizziness is a symptom complex which 
cuts across all fields of medicine. It is found frequently 
not only in the patient seen by the neurologist, intern- 
ist, otologist, and general practitioner, but it is a 
problem which the general surgeon, obstetrician, and 
pediatrician frequently see. From the patient’s stand- 
point it is a frightening experience, and the mechan- 
isms responsible for it may arise from such widely 
separated areas as to be a source of bewilderment 
unless the examining physician can develop a logical 
systematic approach to the problem. The design of 
this monograph is to present in a most thorough but 
concise manner such a methodical guide for the phy- 
Sician. 

For those having more than usual interest in the 
problem and who may desire to pursue further study 
of it, an extensive bibliography is included in the 
monograph. Those articles with good reviews have 
been especially marked in the group of references 
appended. 

The subject matter of the monograph is handled 
in eight chapters, the total length of which runs to 
only 94 pages. Each chapter is quite complete in it- 
self as regards its discussion of the specific subject mat- 
ter concerned. There is an excellent cross index by 
means of which specific information can be quickly 
sought in use of the book as a source of reference. The 
anatomical and physiological, as well as neurological 
considerations related to the problem of dizziness in 
regards to peripheral as well as central origin of the 
symptom, and the local as well as systemic disease 
states which may have this as a prominent symptom, 
are clearly discussed. An adequate section on treatment 
with medical and in brief outline what may be ac- 
complished by various surgical procedures is presented 
as the last chapter of the monograph. 

Dr. Alpers, who is Professor and Head of the De- 
partment of Neurology at Jefferson Medical College, 
Philadelphia, has in this small volume produced an 
excellent book which should be of interest to many 
physicians for purpose of review of this common symp- 
tom, and as a source for ready reference in consider- 
ing this problem which a large number of physicians 
must do at frequent intervals. 


Vince Moseley, M. D. 
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DRUGS—THEIR NATURE, ACTION AND USE. 
Harry Beckman, M. D. W. B. Saunders Company, 
Philadelphia 1958. Price $15.00. 

The general plan, the manner of approach and style 
of writing makes this an outstanding text particularly 
useful to the physician in his practice, as well as an 
excellent textbook for the medical student. It would 
appear that this book should serve as a foundation for 
the rational and scientfic use of drugs without losing 
sight of the ultimate objective which is the application 
of drug therapy in disease. A list of references is ap- 
pended to each chapter, the purpose of which is to 
cite monographs in which extended bibliographies 
may be found for those who wish to go to the original 
source. 


Wm. A. Prout 


OFFICE GASTROENTEROLOGY. A. F. R. 
Andresen. W. B. Saunders Company. Philadelphia, 
1958. 707 pp. Price $14.00. 

The author presents a monograph on the entire 
field of gastroenterology, based on his personal ex- 
perience in 40 years of practice. It is a well arranged, 
readable book, directed at the generalist and the 
internist, but does not qualify as a reference work. 


TAKE ANEW LOOK , 
AT FOOD ALLERGENS 
TAKE A LOOK AT 
NEW DIMETANE 


DIMETANE Extentabs (12 mg. each, coated) provide antihista- 


mine effects daylong or nightlong for 10-12 hours. Tablets (4 mg. 


prescribed t.i.d. or q.i.d., or as supplementary dosage to Ex- 
tentabs in acute allergic situations. A. H. ROBINS CO., INC., Rich- 


mond 20, Virginia. Ethical Pharmaceuticals of Merit Since 1878. 
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Over the years the author’s concept of food allergy 
as the cause of many gastrointestinal diseases has 
been a controversial point, and this concept is seen in 
such statements as “gastrointestinal manifestations of 
food allergy are undoubtedly as common as those in 
the skin or the mucous membranes of the respiratory 
tract” and “allergy is almost invariably the cause of 
ulcerative colitis”. Allergy is also said to be a major 
cause of peptic ulcer disease and of regional enteritis. 
The cathartic effect of coffee is ascribed to an allergy 
rather than to the known effect of caffeine. The 
author still places much importance on foci of in- 
fection as causes of ulcer and ulcerative colitis, stating 
that “removal of infected teeth and tonsils may cause 
prompt disappearance of the ulcerative colitis” and 
that he “had never seen a (peptic) ulcer occur in any 
case in which a foci of infection could not be demon- 
strated as a cause”. 

With the exception of these two concepts, one finds 
the book quite practical and basic, as it is in the sec- 
tion on constipation. Medical therapy of gastro- 
intestinal diseases is generally well presented. 

Being entirely the work of one man, the book 
profits from his rich personal experience but lacks the 
thoroughness one finds in works by multiple authors. 

C. L. Legerton, M. D. 




























































PRACTICAL REFRACTION by Bernard Gettis, 
M. D. Grune & Stratton, New York. 1957. Price: 
56.50. 

This is a well written volume which would be of 
reat use to any ophthalmologist. Although the sub- 
ct matter includes very little in the way of new 
levelopments, the presentation is immediately im- 
ressive. As a handbook of information in brief, con- 
ise form, it will serve well as a ready reference for 
ither the student or the busy practitioner. 

This reviewer was gratified with the lucidity of Dr. 
Gettis’ approach to this difficult subject. 

G. L. Kerrison, M. D. 


SURGERY IN WORLD WAR II OPHTHALMOL- 
OGY AND OTOLARYNGOLOGY—Medical Depart- 
ment, United States Army, Editor-in-Chief, Col. J. B. 
Coates, Jr., 1957. 

This book is a comprehensive report on injuries and 
diseases of the eye and ear encountered by the Army 
in World War II. The chapters are written by twenty- 
four contributors each with particular interest and 
accomplishment in his field. After several chapters on 
administrative aspects and clinical policies, the com- 
mon affections of the eye are well described and well 
illustrated. The sections on visual disturbances asso- 
ciated with head injuries and on plastic surgery will 








other antihistamines,’ 





have a broad interest. Problems of loss of hearing 
are very well covered. There is an excellent chapter on 
facial paralysis. Every specialist in these fields should 
have this splendid work on his desk. The book may 
be purchased from the Superintendent of Documents, 
U. S. Government Printing Office, Washington, 25, 
D. C. at the nominal price of $5.00. 


F. E. Kredel 


Postoperative Care of Retinal Detachment by J. W. 
Jervey, Jr., Greenville. Transactions of the American 
Ophthalmological Society, Volume LV, 1957 and re- 
printed in the Am. J. Ophth. 45:544-547, April 1958. 

A short philosophical and eclectic approach is made 
to this subject with reference to 55 eyes operated for 
retinal detachment with 55% successful. Results of 
all cases, good and bad, are reported as a matter of 
interest and for the record. The discussion is short and 
to the point. Reference is made to the author's original 
report to the Southern Medical Association in 1951 
and his work published in the Archives of Ophthal- 
mology for January 1952, and in the American Journal 
of Ophthalmology for January 1953. The conclusion is 
reached that relative freedom in the postoperative 
management of retinal detachment is a sound and 
proper procedure. 


In a recent 140-patient study’ DIMETANE 
gave “more relief or was superior to 
>in 68, or 45% of 
a group manifesting a variety .of allergic 
conditions. Gave good to excellent re- 
sults in 87%. Was well tolerated in 92%. 
Only 11 patients (8%) experienced any 
side reactions and 5 of these could not 
tolerate any antihistamines. | 
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The favorable record of women drivers is somewhat | 
baffling to students of traffic fatalities, who, in- *k 
cidentally, are mostly men. Only the truckdriver is in 

her class, and he is pretty special too, if you except 

a few who do not really work at the trade. Though METI CO RTEN 
something like 10 million of the 65 million motor 

vehicles are trucks, they are chargeable with less than 


four per cent of the fatalities and less than ene per in 
| 
cent of the injuries. 
Truckdrivers, as you know, are a picked lot. Those { 
who are in interstate commerce are re-examined : ss 
every thirty-six months for signs of unfitness to drive. rheumatoid arthritis . 


I should include bus drivers in this song of praise be- 
cause they have an especially fine record. You are ten 
to twenty times as safe in a bus as in your own car. 
(Dorothy Noyes, in Conn. State Med. Journ., March 


lupus erythematosus 


rr nephrosis 
SOCIAL SECURITY SAYS: pemphigus 
SOCIAL SECURITY SAYS: “A wife or widow 
under 62 or the divorced wife of an insured person 
may receive payments only while she has in her care 
a child (under 18 years of age) who is entitled to ° 
monthly payments.” in 


In Other Words: Many widows who married in 
their 20’s and lost their husbands in their 40’s, would 
not receive any survivors’ benefits until they reached hay fever 


age 62 because their children would be 18 or older. 


poison ivy dermatitis 

Primary Tumors of the Iris. James R. Duke, M. D., 
Baltimore, and Shepard N. Dunn, M. D., (Columbia, : : 
S. C.) AMA Arch. Ophth. 59:214 (Feb. 1958) urticaria 

Forty-three primary tumors of the iris examined at 
the Johns Hopkins Hospital over a 30 year period were 
reported. 

Thirteen were benign melanomas, one leiomyoma, 


drug reactions 


one was of uncertain histogenesis. 

There were 28 malignant melanomas. All occurred 
in the white race. There was a higher incidence in in 
females, an average age of 42 years, and good vision 
unless glaucoma had developed, which occurred in 
one third of the cases. Pathologically the majority of 
the tumors were spindle cell in type; the root of the 
iris was the most frequent site. Invasion of the ciliary 
body was common. In all but one of the enucleated rheumatic fever 
eyes, tumor cells were present in the chamber angle. 
Iridectomy was performed in six cases and enuclea- 
tion in 22 cases. Of 21 cases followed five years or ulcerative colitis 
longer, there was evidence of recurrence of tumor in 
only one patient who died from melanomatosis. There 
was a five year mortality rate of 4.8%, in contrast to angioedema 
a rate of 48% in choroidal melanomas. 


* ° 
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AN EIGHTEENTH CENTURY 
PHYSICIAN 
DR. LEWIS MOTTET 

This gentleman was a native of France, a man of 
education and a talented physician. He first settled 
in or near Moncks Corner, and attended the planta- 
tions both in St. John’s (Berkeley) and St. James’ 
Goose Creek, at that time probably the most genteel 
range of practice in South Carolina. Mottet was said 
to have been a bon vivant, and always to have looked 
out for good cheer, when sent for to visit a patient. 

In his professional visits, he would tell the families 
that if a good fat calf was killed, he could extract 
from it something highly beneficial to his patient. 
That eating a loin of veal, or good calf’s-head soup, 
strengthened his nerves, quickened his understanding, 
and gave him a more perfect judgment of the remedies 
best suited to his case. By such means he contrived 
to administer to his own appetites, while prescribing 
for his patient’s relief. 

On one occasion Mottet had sent in his bill against 
a gentleman who objected to the charges, said that it 
was extravagant, and refused to pay it. Mottet said 
nothing, made no abatement, but waited patiently 
until the gentleman again sent for him, having himself 
been attacked with a painful but not dangerous 
affection. Mottet went immediately, prepared to re- 
lieve him; saw the gentleman, ascertained the nature 
of his disease, and then very deliberately took his seat 
in the chamber. Being requested to do something for 
the relief of his patient, he said yes, he could easily 
relieve him; but asked, in turn, whether the gentle- 
man had not refused to pay his bill? The gentleman 
acknowledged this, but now offered to pay in ad- 
vance for relief from his distressing situation. Mottet 
still kept his seat; the patient again begged for God’s 
sake that he would relieve him, but Mottet swore that 
until his last bill was paid, the gentleman should not 
be relieved. He was obliged to acquiesce, the money 
was paid, and he was promptly relieved. 

On another occasion he was sent for by a dashing 
young gentleman, sick with intermitting fever. He in- 
quired into the circumstances, prescribed for his pa- 
tient, and left the medicines with particular directions 
for the taking of them. He returned the next day, a 
little before the time when the chilly fit was expected. 
But his directions had heen altogether neglected— 
the medicine not taken—the chill had returned earlier 
than before, and his patient had just gone to bed 
with an ague. Mottet was chagrined and provoked at 
this neglect of his arrangements. He went up to the 
chamber, and finding every particular confirmed, he 
stripped off the bed-clothes of his patient, and gave 
him a smart scourging with the twig-whip, still re- 
tained in his hand. Mottet then covered up his patient 
carefully, and left him raging with pain and vexation. 


A profuse perspiration ensued, and neither the ague 
nor the doctor ever returned. The young man was 
cured of his ague, but there was no balm applied to 
soothe his wounded feelings. On account of the dis- 
parity in their years, the patient resorted to the law, 
and sued the doctor for assault and battery. Mottet 
entered an appearance, attended the court, and re- 
quested permission to defend his own cause. This 
having been granted, he proceeded with much humor, 
endeavoring to make the suit ridiculous, and laugh off 
the penalty. He assured the court that he had only 
acted professionally in this case; had only executed 
a professional duty. That it was his duty both to pre- 
scribe and administer for the relief of his patient. 
That his prescriptions having been totally neglected 
and the paroxysm returned, he had visited him in the 
very crisis of the disease. That there was not a 
moment to spare for other remedies, such as blister, 
mustard plasters, and potions; even if prescribed, they 
also might have been rejected and neglected like the 
first; he was therefore obliged to administer the only 
remedy of which the time and circumstances ad- 
mitted. He had only, in the line of his profession, ap- 
plied a stimulant and rubefacient to the extremities 
of his patient, the application and effect of which 
were instantaneous, both in mind and body, and no 
other application could have been equally so; and he 
then appealed to the patient and his friends for an 
acknowledgment that the disease was cured from that 
time. Mottet spoke English imperfectly, and pretended 
to mistake the meaning of words both in the accusa- 
tion and defence. He very gravely assured the court 
that the charge of “sault and batter” was altogether 
unfounded—that it was for a cook to use salt and 
batter—he was a physician, and was indignant at the 
imputation. The whole court was convulsed with 
laughter, and the doctor got off with one shilling 
damages. 

Mottet removed from the country to Charleston, 
and there practiced physic about the year 1756. In 
1769, he was still in practice and attended my father, 
in an attack of acute rheumatism. After other medi- 
cine, he administered a dose of laudanum dropped 
from a small phial, which he left on the mantelpiece. 
My father awoke in the night much relieved, but not 
entirely. He knew that the relief had been derived 
from that little phial within his reach, and concluded, 
if a little had done so much good, that more would 
cure him. He accordingly poured some of it into a 
wine-glass of water, probably with a heavy hand, took 
it, and did not awake until called upon the next day, 
by the doctor. Mottet looked upon the patient, still 
asleep, then at the phial of laudanum, and missed a 
large portion of what he had left in it. He awoke my 
father, and being told how well he felt from the 
second dose, he stamped and swore—cursed my father 
according to custom, took the laudanum and left the 
house. 

Mottet was jealous of the well merited celebrity of 
Dr. Alexander Garden, and having been told that the 
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loctor had been complimented by Linnaeus, in calling 
. very beautiful plant “Gardenia,’—he said that was 
iothing; that he had discovered a very beautiful 
native plant, and had named it “Lucia,” after his 
ook “Lucy.” He did not advert to the difference be- 
tween Mottet and Linnaeus. 

In 1774, the name of Dr. Lewis Mottet is still seen 
umong the residents of Charleston, and there he prob- 
ibly died soon after. His co-partnership with Dr. 
Savage expired in October, of that year. 

—Johnson’s Traditions of the American Revolution 


As long ago as 1953, automobiles had claimed a 
greater toll of dead than all the wars in which Amer- 
ica has engaged. I wonder what General Sherman, who 
spoke so feelingly of war, would say about modern 
traffic? It is responsible for half the peacetime deaths 
in the Army. The leading cause of hospitalization in 
the Air Force is not air crashes but automobile acci- 
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dents! 
(Dorothy Noyes, in Conn. State Med. Journ., March 
1958 ) 


A quick, simple way to prevent most automobile 
accidents would be to limit licenses to women drivers 
and truckdrivers. Such action would bring America’s 
No. 1 public health problem under immediate con- 
trol, for these two groups show especially low acci- 
dent rates. 

(Dorothy Noyes, in Conn. State Med. Journ., March 
1958 ) 


How high will the social security tax go? No one 
knows. But in South America some countries are pay- 
ing tax rates as high as 25% of payroll. In France, 
the tax rate is 35% of much of their payroll and is 
one of the principle reasons for the failure of the 
French economy to make a postwar comeback. 
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